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What is the Cost 
of Your Iron Therapy? 





COMPARATIVE COSTS of ROUTINE IRON THERAPY in HOSPITALS 
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The chart abov mae ates the comparative cost of the 
eight pt nin rations most commonly used in hospitals 
as routin ares rapy. 


~ EOSOL anaes earns provide adequate iron at a frac 


of the cost of the other preparatio 


TABLETS Your pharmacist has been informed of the Special 
Hospital ae which naa this low cost possible, 


and your medical staff will tell you that ferrous sulfate 


Each Feosol Tablet is the most effective and convenient treatment in 
three seis omg a. : eG : 
with a special vehicle and iron-denciency anemias. 
and coating to prevent oxi- : 
dation and to promote Effectiveness plus economy— At your next staff meet- 
disiaiogeation. ing why not propose Feosol Tablets as the routine 


iron therapy for YOUR hospital ? 


SMITH, KLINE & FRENCH LABORATORIES - - PHILADELPHIA, PA. 
Established 1841 
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The End of the Year 

» » The convention season is over and 
hospital people are trying to pick up 
the accumulated loose ends. They 
might even have a little rest if it were 
not for the end of the year. This is, 
however, the time when the business 
office will close the financial books. A 
balance sheet and a statement of assets 
and liabilities will be presented and 
will show the deficit for the year and 
how much farther the hospital has gone 
in the red. Then you, as superinten- 
dent, will “scratch your head and think” 
in the ever recurring attempt to lessen 
that deficit. Probably you won’t be 
any more successful than you have 
been in the past, but it is a merciful 
providence that keeps us all hopeful. 

If you stop with the financial state- 
ment you have stopped at the begin- 
ning of the year-end job. You will take 
a value inventory of your equipment as 
part of the financial system, but there 
are other inventories which are of 
greater importance and which, if prop- 
erly studied, will do more than any- 
thing else to decrease that financial 
deficit. These are the service inven- 
tories. 

First, check over the physical plant. 
Is it clean and in good repair? Paint 
may be an impossible extravagance, 
but soap and water are cheap and 
elbow grease is not prohibitive in price. 

Check over the state of repair of 
your furniture and equipment. A tre- 
mendous amount is discarded each year 
because of the lack of early repair. 
This is also a good time to look 
through the attic and furniture store- 
room. 

Next, take inventory of your non- 
professional personnel. I don’t mean 
the payroll. Make a job analysis. Find 
out what each employee is doing and 
if he is doing it well. Perhaps you 
have tried to fit some square pegs into 
round holes; possibly there is duplica- 
tion of effort; probably some of the 
employees waste energy in lost motion. 

Your employed professional person- 
nel should receive a lot of attention, 
especially at the year’s end. If you 
have a school of nursing, the changes 
in curriculum have necessitated many 
adjustments in the service. Are your 
nurses’ hours on duty adjusted to pro- 
vide for the curve of the nursing load 
with a minimum of inconvenience to 
the nursing personnel ? 

When taking inventory of the pro- 
fessional personnel, don’t forget the 
specialty departments. The laboratory 


Fedak of Many Things Kes 


technician works under the pathologist 
but she contacts others and the path- 
ologist is usually pretty poor at ad- 
justing the work load. This applies 
also to the radiologist, the physical 
therapist and the pharmacist. 

A proper inventory of personnel ac- 
complishment will require many job 
analyses but the effort is certain to 
pay. It will result in better service 
which will attract business and so les- 
sen the financial deficit. 

While you are at the year end in- 
ventory, don’t overlook your medical 
staff. You are responsible for their 
work even though you can’t interfere 
in the treatment of the patient. You 
are responsible to your board for every- 
thing in the hospital, and it in turn is 
responsible to the community. If the 
medical staff is not giving good serv- 
ice, the mutterings of the community 
will reach the board and will be passed 
on to you. So be sure you know what 
is going on in the medical staff and 
take steps to correct mistakes. Don’t 
take the death rate as a measure of 
service. Death rate alone means very 
little. It is the reason back of the 
rate that is significant. 

There is a lot more about the staff 
that you should know but you will 
have to work out other angles for your- 
self. It would take too much time and 
space to fully discuss the medical or- 
ganization. Remember one thing, how- 
ever. The members of the medical staff 
are temperamental and require very 
tactful handling if you are to avoid 
disruption of service. 

You can’t do all this before the end 
of the year, but you can make a good 
start. 


Why People Do Not Use Hospitals 
» » The recent National Health Con- 
ference has aroused renewed interest in 
the fact that hospital facilities are not 
available for a large part of our popu- 
lation, yet our present hospitals are not 
occupied to anything near capacity. Dis- 
tribution is the answer in some cases, 
but in the majority I believe the reason 
to be lack of money or indifference to 
the community responsibility for the 
care of those who are unable to pay. A 
personal experience will illustrate this 
point. 

At one time I was superintendent of 
a large hospital owned and maintained 
by a city and the county in which it was 
located. The city and county contributed 
sufficient to support their own free work, 


but there was a constantly recurring 
deficit which was found to be due to the 
fact that twelve adjoining counties were 
sending in their indigent and were not 
contributing. 

I called this fact to the attention of 
the Board of Trustees and we immedi- 
ately took action to try to apply the 
obvious remedy. Accompanied by a 
member of the Board, I interviewed the 
proper authorities in each of the twelve 
counties in order to bring the situation 
to their attention and to solicit their 
support. All acknowledged that they 
should contribute, but none took any 
action. In some instances they stated 
that they had no funds; in a few, they 
had money in the treasury but could not 
use it for this purpose without specific 
authorization from state authority. 

Several other attempts to find a rem- 
edy were made, without success, and 
finally the Board, after four months of 


intensive effort, instructed me to re- 


fuse to admit patients from these coun- 
ties unless they were emergency or pre- 
sented authorization from the county 
authority. 

The result was that some of the coun- 
ties came to an effective realization of 
their responsibility. At least they in- 
vestigated the cases and agreed to pay 
cost rates for those who actually needed 
hospitalization. Other counties were 
really unable to pay anything and ulti- 
mately we were forced to the alternative 
of accepting the situation or being in- 
human. 

I do not think that any person suffered 
and we materially reduced our deficit. 
These poor counties illustrate, however, 
the instances in which state or Federal 
assistance is an absolute necessity. 


House of Delegates Picture 

» » In the October issue of Hospitrat 
MANAGEMENT there appeared a picture 
of the first House of Delegates of the 
American Hospital Association. Since 
this is the first House of Delegates it 
will have historical value and Hosprrat 
MANAGEMENT proposes to print it for 
distribution. Some of those who appear 
in the picture are not yet identified and 
I am anxious to know who they are. 
Will anv person recognizing Numbers 
15, 52, 68, 77 and 83 please communicate 
with me? 
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LINES AND LETTERS 


With this issue we are reviving our 
age of Lines and Letters. We hope that 
ach reader will appropriate the page for 
lis Own use, to express his own ideas 
n some problem, to secure the ideas of 
others or to offer constructive criticism 
of the material which we publish. All 
of us like an argument and often it is 
'y presentation of opposing opinions that 
ve arrive at a solution of some prob- 
lem. So, do not hesitate to write us and 
if you want your communication to be 
anonymous, it is only necessary to state 
your wish. 


Training in 
Hospital Administration 

To the Editor: Jn Doctor MacEach- 
ern’s article in the October issue of 
HospPitAL MANAGEMENT there are state- 
ments regarding the scarcity of trained 
hospital managers. I have tried rather 
unsuccessfully to get some information 
about where on the Pacific Coast I can 
take such a course or courses. I am at 
present the relief X-ray technician (my 
own line of endeavor) and do a good 
deal of the office and clerical work in 
my “spare time” at our hospital. 

My experience in California and the 
West Coast has made me feel, and this 
has been verified by other, more experi- 
enced people, that there should be a field 
in the smaller hospital where a person 
with my qualifications could fit in, if I 
could assume the work of actual hospital 
management in addition to X-ray and 
electrocardiography. 

Any information you can furnish me 
in regard to the furthering of my plans 
will be greatly appreciated. ; 


We receive quite a few letters like 
this: We do not see how one person 
can fill the position of administrator, 
X-ray technician and cardiographer, even 
in a small hospital. Unfortunately, the 
services of at least two of the three are 
most in demand during the morning 
hours and no person can be in two places 
at one time. 

In the small hospital, X-ray and lab- 
oratory technicians often take charge of 
medical records, with marked success, 
but administration is different. In the 
article mentioned, Doctor MacEachern 
stressed the necessity for trained admin- 
istrators—and we wish to emphasize that 


training. Far too many hospitals are ad- 
ministered by people who, like Topsy, 
just grew. The job is too big and the 
responsibility too great to be lightly un- 
dertaken by a person lacking training 
and experience, and this is applicable to 
the small as well as to the large hos- 
pital. 

Unfortunately, it has been difficult to 
establish formal courses in hospital ad- 
ministration, and we are informed that 
the University of Chicago gives the only 
formal course. Some hospitals offer a 
residency in administration, but the pres- 
ent apprenticeship system will, of neces- 
sity, be the vogue for some time to come. 


Post-Operative Diet 

To the Editor: Would you recom- 
mend giving surgical patients the diets 
as outlined in your general menus, after 
they are on the general diet? We have 
studied the menus listed in Hospitay 
MANAGEMENT and are very much im- 
pressed with them. 


We consulted our dietary aSsociate be- 
fore answering this question, and she 
states that when a patient is ordered on 
a general diet, the regular menu is served, 
regardless of the patient’s condition. The 
physician orders all treatment. The hos- 
pital has standard diet lists of which 
one is the general diet. When the phy- 
sician orders general diet he knows what 
is included and it is not the duty of the 
dietitian to vary the standard general 
diet to fit the case. 


Trend in Hospital Occupancy 

To the Editor: At the bottom of page 
54 of your September issue there is a 
chart showing the years 1933-1937, and at 
the top is another chart showing the first 
seven months of 1938. 

Will you please advise what trend 
these charts represent?—the gross dol- 
lar income for hospitals during those 
periods, or the percentage of occupancy 


of the hospitals? 


The paragraph at the top states that 
since January 1st the charts and figures 
were based on reports from 100 hospitals 
located in 48 states. What was the chart 
based on for the years prior to 1938? 
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We have already charted our own op- 
erations for the same period and would 
be interested to compare the trends. 

A. H. CapWALLAbeER, JR., 
Nix Hospital, San Antonio, Texas. 


This letter refers to the “How’s Busi- 


ness?” page which was originated by 


HospitaL MANAGEMENT in 1930 and 
which has been continued since that time. 
It is manifestly impossible to get com- 
plete figures each month from all the 
hospitals in the United States and the 
page is intended to show trends. Re- 
ports are regularly received from 100 
hospitals located in the 48 states, thus 
giving a fair cross section view of the 
trends. 

The graph shows the curve of occu- 
pancy based on percentage of occupancy 
of the 100 hospitals. This graph is 
shown in actual figures in the tabulation 
in the right hand column. The tabulation 
on the left shows, in the first column, 
the actual daily census for the 100 hos- 
pitals, followed by their actual receipts 
and expenditures. 


Service Classification of Diagnosis 

To the Editor: In reading over the 
revised instructions for Hospital An- 
alysis, I noted the change in the Pediatric 
Service. Does this mean that E. E. N. T. 
surgical and orthopedic children are to 
be tabulated under pediatrics? 

The question has also come up whether 
nephritis should be tabulated under urol- 
ogy or medicine. x 

AticeE Stow, R.N., Record 
Librarian, Lubbock Sanitarium & Clinic. 


In his work, “Medical Records in the 
Hospital,” Doctor MacEachern defines 
the pediatric service as follows: “To in- 
clude all diseases and conditions offering 
special problems because of their occur- 
rence in children, using the age of 14 
as the dividing line and excepting neo- 
plasms, diseases of the eye, ear, nose 
and throat, communicable diseases and 
orthopedics.” 

There has been some discussion about 
nephritis. Although nephritis is pri- 
marily a disease of the kidneys, its 
manifestations are systemic; also, it is 
treated by the internist rather than the 
urologist. We believe, therefore, that 
it should be included in the medical 
service. 
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The Medical Center oF V2 


UNIVERSITY OF INDIANA 


Indiana University Medical Center, which HOSPITAL MANAGEMENT salutes this month, is the result o/ 
a gradual healthy growth during which provisions for medical education and the care of those of the sicl: 
for whom the community found itself responsible have developed together. The result is an effective collab- 


oration of several related institutions. 


» » » OF THE MANY CENTERS in the United 
States dedicated to serve the medical and 
surgical needs of humanity, few, if any, have 

a more interesting history of development than that of 

the Indiana University Medical Center. It is unique in 

the manner in which the physical plant has been made 
possible. It serves the communities which have created 
and supported it and provides education in medicine 
and its related vocations, assists in the work of the 

State Board of Health, and cares for many of the indi- 

gent sick of the state. 

The medical school was established by an Act of 
the General Assembly in 1909. This marked the end 
of a long period of negotiations for the union of four 
privately operated schools with the Medical Depart- 
ment of Indiana University. 

For ten years the medical school was operated down- 
town in Indianapolis in the building located on the 
northwest corner of Senate Avenue and Market Street. 
For clinical instruction it used a dispensary in the In- 
dianapolis City Hospital and the private hospitals of 
the city. 

In 1919 the first unit of the present school building 
was erected on the Medical Center campus. Beginning 
with the Sophomore year, students are transferred 
from the Bloomington Division to the Medical Center 
where instruction is provided for approximately one 
hundred in each of the three years. 

The per capita cost of training medical students in 
the Indiana University Medical Center ranks among 
the lowest in the country. This is made possible by the 
doctors of Indianapolis and the state rendering their 
teaching service without cost. Active practitioners in 
all the various specialties constitute the personnel of 
the faculty. 

Realizing the great need for a teaching hospital, 
Doctor and Mrs. Robert W. Long, of Indianapolis, ex- 
pressed their desire to establish a hospital which would 


ee 
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By J. B. H. MARTIN 


Administrator, Indiana University Medical Center, Indianapolis, Ind. 





prove useful to the people of Indiana in two ways. 
First, they desired to make it possible for worthy per- 
sons of limited means from all parts of Indiana to 
secure hospital advantages and the service of the best 
physicians in connection therewith, such as could then 
be had only by those residing in the cities where public 
hospitals were established. Second, they wanted to 
provide clinical facilities for students of medicine in 
connection with the Indiana University School of 
Medicine. 

The General Assembly of 1913 passed an Act accept- - 
ing a gift from Doctor and Mrs. Long and authorized 
the trustees of Indiana University to construct and 
operate the hospital. 

In June of 1914, the Robert W. Long Hospital was 
opened for service. In the years intervening, this hos- 
pital has provided care for the sick and crippled poor 
of the rural districts and those communities which have 
not had adequate hospital facilities. Persons who are 
unable to pay are eligible for admission and free care 
when certified as indigent by their home doctor and the 
trustee of the township in which they have a legal resi- 
dence. 

A part pay rate is offered to those persons whose 
means are limited. Application to this service consists 
of a physician’s report made out by the home doctor, 
and a certificate signed by the home doctor and two 
resident freeholders stating that they are familiar with 


(Left) The Donor’s Room of the James Whitcomb Riley Hospital for 
Children. (Center) The Clinical Building, newest unit added to 
the Medical Center group. (Right) The Robert W. Long Hospital. 
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the financial circumstances of the applicant, and recom- 
mending that he or she be admitted at a rate of three 
dollars per day for hospitalization, which is the limit 
of his or her ability to pay. 

In order to insure a complete service, provision was 
made for a private floor of twenty-three beds. Any 
doctor in full standing with the state medical associa- 
tion and recognized as competent in his particular field 
is eligible to care for patients on the private floor 
service. 


School of Nursing Opened 


The Training School for Nurses is a part of the 
School of Medicine in Indianapolis. It began in June, 
1914, with one student; today the enrollment is one 
hundred and seventy-one students. 

The course of training covers a three-year period. 
The School of Arts and Sciences of Indiana University 
allows a credit of one year for the nursing course. The 
School of Education of the University allows two years’ 
credit. 

Beginning with the spring class of 1939, students 
entering the School of Nursing will be required to have 
at least one year of college work. 

A week of orientation is held on the campus in Jan- 
uary for the March class and in June for the September 
class. During this period various tests, classes and 
examinations are given to determine the students’ fit- 
ness for the nursing profession. 

During the three years the lecture and laboratory 
courses are given by members of the faculty of the 
School of Medicine, the College of Arts and Sciences 
and the Training School for Nurses, and the practical 
training is obtained in the various hospitals that com- 
prise the Indiana University Medical Center. 

The Home Economics Department of Indiana Uni- 
versity offers to a limited number of college graduates 
who can meet the entrance requirements for a student 
dietitian curriculum, as set up by the American Dietetic 
Association, an opportunity for training and graduate 
study in hospital and institutional dietetics. Credit 
toward a Master’s Degree is given by the Graduate 
School of the University for completion of the courses 
offered at the Medical Center. 

The out-patient, orthopedic, pediatric, well-baby, dia- 
betic, and neurological clinics offer special fields for 
study of social aspects of child and adult nutrition and 
the planning of special diets for home use. The twelve 


(Left) The William H. Coleman Hospital for Women, established in 
1927 to care for women unable to pay for hospitalization. (Right) 
The Ball Residence for Nurses, as viewed from the sunken gardens. 


students enrolled this year are graduates of universities 
in six different states and two Canadian provinces. 


Children’s Hospital a Memorial to the Hoosier Poet 


Soon after the death of the Hoosier poet, James 
Whitcomb Riley, in 1916, a group of his intimate 
friends started a movement to erect some type of a 
memorial for him. Out of this movement came the 
organization of the James Whitcomb Riley Memorial 
Association. After much consideration and study, the 
members of this association decided to build a hospital 
for the care of children as a practical memorial to the 
Hoosier poet. Proceeding slowly with its plans, the 
association fully realized that to attract funds in the 
large amounts needed for construction, permanency of 
operation had to be assured. Out of a series of con- 
ferences a plan was developed to make the Riley Hos- 
pital a unit of the Indiana University Medical Center. 
The General Assembly passed the law in 1921 which 
enabled the hospital to become a factor in Indiana child 
health. An appropriation of $125,000 by the General 
Assembly was immediately matched by private sub- 
scriptions. A joint executive committee was created 
consisting of five members of the Riley Memorial As- 
sociation and five members of the Board of Trustees 
of Indiana University. 

Assured by legislative enactment of funds necessary 
to operate the institution, the committee devoted itself 
to securing the amounts needed for capital expendi- 
tures. Conceived to benefit the children of Indiana and 
dedicated to improve their health, correct their physical 
deformities, and prepare them for life as normal chil- 
dren with sound bodies and clear minds, the James 
Whitcomb Riley Hospital for Children was dedicated 
on October 7, 1924. 


Operating expense was provided from an annual ap- 
propriation by the state, augmented by a daily per 
capita charge based upon the actual cost of operation 
and paid by the counties of the state sending children 
to the hospital for treatment. 

Contributions from public spirited men and women 
were forthcoming immediately. Civic clubs and asso- 
ciations developed projects centered around the provi- 
sion of memorial wards for beloved leaders in their 
respective organizations. The philanthropist with his 
single subscription of one-half a million dollars, the 
school child with his penny, the farmer, the business 
man, the professional man, the factory worker, the 
clerk, the widow, and the orphan—over forty thousand 
strong—joined hands enthusiastically in the hospital 
program. Asa result of this, buildings and equipment 
valued in excess of two and one-half million dollars 
are now in use as a part of the James Whitcomb Riley 






































































Hospital for Children. Sick and crippled children from 


ev 


ery one of the ninety-two counties of the state have 


received and continue to receive care and treatment. 


Provision Made to Care for Children of the State 


lis 


The method of determining admissions was estab- 
hed by legislative enactment as follows: (Acts 1921) 
RuLes AND REGULATIONS FOR ADMISSION 

Any child, under sixteen (16) years of age, having a 
legal settlement in any county of the state, and afflicted with 
a defect, disease or deformity, presumably curable or im- 
provable by skilled medical and surgical treatment, or need- 
ing special study for diagnosis, may be admitted to the said 
hospital, treated therein and discharged therefrom, under 
such rules and regulations as may be adopted by the man- 
agement of the same, and approved by the board of trustees 
of said university. 

COMMITMENT BY JUDGE OF CIRCUIT, CRIMINAL, OR 
JUVENILE CourRT 

The judge of any circuit, criminal or juvenile court of 
the State of Indiana is hereby empowered to commit to said 
hospital any child, under sixteen (16) years of age, having 
a legal settlement in any county of this state in which said 
judge has jurisdiction, who shall appear to the satisfaction 
of such judge, after a public hearing to be suffering from 
a disease, defect or deformity, which may be benefited by 
treatment in the said hospital, and whose parent or legal 
guardian is not financially able to defray the necessary ex- 
penses of such treatment. Such hearings shall be had in 
a summary manner on a petition filed before such judge, 
by a citizen of the county in which said child has legal 
settlement, and shall be had in the presence of the parent 
or legal guardian of such child, whose attendance may be 
enforced by said judge, and in the presence of the prosecut- 
ing attorney of said county. Such judge may, in his dis- 
cretion, have such child examined by one or more reputable 
physicians, who shall make and file a 
written report of the history, condition 
and probable results of the treatment of 
such child. If such judge shall find on 
hearing, that such child is a proper subject 
for treatment in said hospital, and shall 
commit the same thereto, he shall cause 
the clerk of said court to make application 
for admission of such child to said hos- 
pital on a form to be furnished by the 
superintendent thereof. If such applica- 
tion be accepted by the superintendent of 
said hospital, he shall notify such clerk 
of that fact, and when the patient may be 
received and thereupon said judge shall 
provide some suitable person to accom- 
pany said child to said hospital, and to 








deliver the same to the superintendent thereof. All costs of 
such proceeding shall be paid on order of the judge by the 
county from which such commitment is made. 
Cost or CARE AND TREATMENT 

The cost of care and treatment of any such child, com- 
mitted to the said hospital as aforesaid, under the foregoing 
section, shall be paid by the county in which the afflicted 
child has a legal settlement. The management of the hos- 
pital shall keep an accurate account of the cost of such 
treatment, and a properly certified statement thereof shall be 
rendered quarterly to the auditor of the State of Indiana, 
who shall issue his warrant on the treasurer of state for 
the amount thereof, to be paid out of any funds in the gen- 
eral fund in the state treasury not otherwise appropriated, 
payable to the treasurer of the board of trustees of Indiana 
University. The treasurer of the State of Indiana shall 
then reimburse the general fund for the amount so paid 
out, by collecting from the proper county a like amount or 
amounts in the next succeeding semi-annual settlement with 
such counties. No compensation, however, shall be charged 
or allowed to the physician, surgeon, or nurse for the treat- 
ment or care of any such patient, other than the compensa- 
tion paid therefor by Indiana University. All funds paid 
to the treasurer of the said board of trustees by the treas- 
urer of state for the several counties, as herein provided 
shall constitute a fund to be used for the maintenance ot 
the hospital as such board may direct. 


In 1937 the General Assembly modified the law so 
that a crippled child may be placed in the James Whit- 
comb Riley Hospital for Children by the State Depart- 
ment of Public Welfare, the cost of care and treatment 
to be paid by the county from which the child is placed. 

Under the plan in Indiana any child whose parent or 
guardian is not able to pay for hospital care may receive 
the full benefit of the service of the hospital. Two hun- 
dred and seventy beds are available as follows: 






















(Left) A dining room scene in the Con- 
valescent unit. (Above) The hydrotherapy 
pool in the children’s hospital, which in 
1935 was built jointly by Indiana Univer- 
sity, the James Whitcomb Riley Memorial 
Association and the Governors’ Unemploy- 
ment Relief Commission of Indiana. 
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for all non-infectious infant cases (under 


SE UE. Sohn Fh oa Hea Oe Ks BWR E om 28 beds 
for gentral surgery cases. ... 2.655555 37 beds 
DO Witte SEB ks Ss car pee ben aslsa cis 50 beds 
ee. ee eae Sen 50 beds 
for communicable diseases............... 23 beds 
GUE COR VIRCICHIE CONTE oa ie cs este nes 60 beds 
for eye, ear, nose, and throat cases........ 22 beds 


Several special features have been provided. The 
oxygen chambers accommodate from four to eight pa- 
tients and when occupied are under constant control as 
to oxygen, temperature and humidity. Most cases treat- 
ed here are afflicted with pneumonia; however, these 
chambers have proved valuable in the reducing of ex- 
tremely high temperatures and in several other cases. 





Two scenes in the James Whitcomb Riley Hospital for Children— 
the occupational therapy department, shown above, and the 
school room, below, where school work is continued through a 
joint program with the public school system. 
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Corrective gymnastics, massages, and light treat- 
ments are given under the direction of the doctors by 
trained therapists in the department of physical therapy. 
The hospital has been enabled to develop this service 
to a very high and extensive degree by continued philan- 
thropies. 

On October 7, 1935, the hydrotherapeutic pool was 
dedicated. This unit was built jointly by Indiana Uni- 
versity, the James Whitcomb Riley Memorial Associa- 
tion, and the Governor’s Unemployment Relief Com- 
mission of Indiana. The pool is thirty-five feet long 
by eighteen feet wide, has a depth from two and a half 
feet to four and a half feet, and is lined with ceramic 
tile. 


Provision Made for Education and Research 


A clinic devoted to the training of children afflicted 
with cerebral palsy and speech defects was established 
in 1937. Very satisfactory results are being obtained 
and it is believed that out of this project, which has 
been sponsored by the State Department of Public Wel- 
fare, much good-of a permanent nature will result. 
Adequate quarters have been provided for the division 
of research in the care of sick and crippled children. 

Research in the diseases of children has been made 
possible by several gifts made specifically for that pur- 
pose. The Landon Research Fund is the largest and 
covers a larger field, in that it also permits research 
outside the field of children’s diseases. The principal 
sum of these funds totals to date approximately 
$300,000. 

The hospital maintains one of the most completely 
equipped hospital brace shops in the country for the 
development and manufacture of braces. 

Provision is made for the continuance of school work 
through a joint program with the public school system. 
Teaching plans are forwarded for the patients by their 
teachers and the degree of work carried on by the pa- 
tients is adjusted to their particular condition or han- 
dicap. 

A library, begun by public spirited citizens and sup- 
plemented by a loan system with public libraries, pro- 
vides a wealth of good reading material for the patients. 

The Junior League of Indianapolis provides the 
funds necessary to operate the occupational therapy 
department. The work of this department extends to 
a very large per cent of the total patients in the hos- 
pital in that a sufficient number of occupational thera- 
pists is provided to carry on both shop and bedside 
work. The presence of a happy and satisfied attitude 
of patients is due in no small part to the interest and 
activities created through this department. 

The two largest additions to the original Riley Hos- 
pital program are the Kiwanis Orthopedic Unit dedi- 
cated in 1930 and the Rotary Convalescent Unit dedi- 
cated in 1931. These units were presented by the 
Indiana membership of these civic organizations. 
Throughout the years these organizations, as well as 
many others, have continued their interest and support. 

The addition of a unit the size of the James Whit- 
comb Riley Hospital for Children created an immediate 
demand for additional quarters for the housing of 
nurses. This need was met temporarily by the con- 
struction of the second unit of the nurses’ cottages. 

The Indiana Dental College was established in 1879 
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as a private institution by a group of members of the 
Indiana State Dental Association in accordance with an 
agreement with the Indiana General Assembly of that 
year which had passed the first dental law governing 
the practice of dentistry in Indiana. It was the tenth 
dental school to be organized in America. 

On March 9, 1925, the governor of Indiana signed 
the bill providing that the state of Indiana should take 
over the Indiana Dental College and make it a part of 
Indiana University. On June 1 of that year the school 
was purchased by the state and became the Indiana 
University School of Dentistry. The school was con- 
ducted by the University at the old location until the 
fall of 1933, at which time it was moved to its new 
building in the Indiana University Medical Center, and 
now has all of the facilities of the University Hospitals 
available for student instruction. 

Students are enrolled on the Indianapolis campus at’ 
the beginning of the Freshman year. The total enroll- 
ment for the present school year is one hundred and 
thirty-seven. 


A Hospital for Women Is Added 

In order to realize a desire to make provisions for 
the care of women who were not able to pay for the 
cost, the William H. Coleman Hospital for Women was 
made possible in 1927 by the gift of Mr. and Mrs. 
William H. Coleman. The hospital was dedicated on 
October 20, 1927, as a memorial to Suemma Coleman 
Atkins, the daughter of Mr. and Mrs. Coleman. This 
hospital provides 116 beds of which 38 are bassinets 
and 26 are for private patients. Indigent and part pay 
cases are admitted under the same arrangements as in 
the Long Hospital. 

This increase in hospital service created still further 
demands for nurses which in turn made necessary addi- 
tional housing facilities. This need was met by a gift 
of the Ball brothers’ families of Muncie, Indiana. In- 
cluded in this “Ball Residence for Nurses” are ade- 
quate class rooms and laboratories for the nurses’ train- 


ing school. 


Clinic Building Is the Latest Unit 

Because of the great demand for service arising from 
the ninety-two counties of the state, large waiting lists 
resulted. Facilities for adults in the out-patient clinics 
and bed space for in-patients became inadequate. As a 
result a PWA grant was made in 1936 supplemented 
by University funds and a sum of over $600,000 
was made available for the construction of a clinical 
building. 

This building was joined to the Robert W. Long 
Hospital by a five-story ramp, thus facilitating central- 
ization of service to a marked degree. The design and 
type of construction was selected from the utilitarian 
viewpoint. In order to increase the adaptability in 
meeting future needs, all floors were laid completely 
before any partitions were erected. Experience has 
already proven that partitions can be moved in a rea- 
sonable length of time and with a recovery of ninety- 
five per cent of the original materials. The use of 
matt-faced tile in the construction of partition walls 
made possible this high per cent of salvage. 

The departments of admissions, X-ray, genito uri- 
nary, autopsy, adult out-patient, pharmacy, central lab- 
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oratory, physical and occupational therapy, medical 
records, census, business and administration are housed 
in the first three stories. The remaining three floors 
were designed for eight five-bed wards, operating 
rooms including auxiliaries, and residence quarters for 
the inside staff physicians. 

This building brings the institution nearer its goal 
in the program of centralization of service departments. 

Funds have been provided from a PWA grant and 
a state appropriation for the erection of a three-story 
building on the Medical Center Campus to house the 
departments of the State Board of Health. This will 
make possible a closer coordination of the work of the 
Board of Health and the Medical Center in the field of 
Public Health. 

Since one, and by no means the least, important func- 
tion of each state medical center is to serve as a medical 
home for the practicing physicians of that state and to 
meet as many of their educational needs as possible, 
the faculty is prepared to arrange for the physicians of 
Indiana those special courses for which there would 
appear to be a demand. Some of these courses as of- 
fered in the past are strictly postgraduate quality. 
Others are more in the nature of review courses, in- 
tended to bring up to date the knowledge and tech- 
nique of the busy practitioner. 

The Dental School offers to all of its alumni and to 
graduates of other schools who are practicing in Indiana 
the privilege of attending a course or courses in any 
department of the school without cost. 


In May, 1936, an agreement was entered into by the - 


Federal Government and the University whereby cer-. 
tain research programs were to be undertaken by the 
Dental School in relation to the problems confronting 
the public and the profession in the care of children’s 
teeth, the effect of malnutrition, growth and develop- 
ment of the facial bones and teeth, nutritional effects, 
prevention of malocclusions and orthodontia. 


Post-Graduate Courses Available in the State 


Courses offered at the present time in the Medical 
School include a postgraduate course in otolaryngology 
offered each year in the spring. The course extends 
for two weeks and enrollment is limited to forty phy- 
sicians. Last year the registrants for this course came 
from nineteen different states. Another course, which 
has increased in enrollment each year, is the general 
postgraduate course, an intensive five-day course pre- 
sented jointly by the Indiana State Medical Association 
and the Indiana University School of Medicine. Last 
year more’ than five hundred physicians of the state 
were enrolled. Clinico-pathological conferences are 
held weekly during the school year. Selected diagnostic 
and pathological cases arising in the hospitals of the 
Medical Center are discussed in open forum. Prac- 
ticing physicians from surrounding cities frequently 
attend these meetings, and the sessions are open to all 
physicians of the state. The most recent addition in 
service to practicing physicians of the state has been 
the development of the two weeks’ intensive postgrad- 
uate training course in obstetrics. This course is spon- 
sored by the Indiana State Medical Society, the Bureau 
of Maternal and Child Health of the Indiana State 
Board of Health, and the Indiana University School of 

(Continued on page 28) 


HOSPITAL MANAGEMENT, November, 1938 















AS LONG AS WE HAVE so many sizes 
and types of hospitals there will be a wide 
divergence of opinion as to the best method 

‘+: procedure to follow in institutional purchasing. In 
‘nis article reference will be made only to hospitals 
«f 150 beds or more, since hospitals of smaller capacity 
have different problems with which to contend. In 
tnem, the superintendent has a smaller sphere of activ- 
iy and can therefore do all the actual purchasing. 

In Doctor McEachern’s book, “Hospital Organiza- 
tion and Management,” there are listed three systems 
of purchasing: decentralized, central control and cen- 
tralized. The disadvantages of the first two so far 
outweigh the advantages that they are undesirable. 
Centralized purchasing has some disadvantages, but 
the advantages are so great as to make it the desirable 
system to use. 

In the centralized purchasing system, the position 
of buyer should be filled by a person who has good 
common sense supplemented by academic training 
and practical experience. The practical experience 
should be stressed and: the days spent in acquiring this 
experience can never be replaced by academic training. 

There is a statement made by sales executives that 
eighty per cent of purchasing agents do not know 
what they are buying. Perhaps this statement is some- 
what exaggerated, but the fact cannot be denied that 
often equipment and suppfies are purchased with no 
thought of their ultimate use. Two examples will be 
found in the purchase of beds. Sometimes beds are 
purchased and found to be too wide for the doors, 
with the result that they have to be dismantled every 
time they are taken out of the room. Others, with 
light tubing, are bought for an institution in which 
the beds, with patients on them, must be moved over 
thresholds. In the modern hospital thresholds have 
been eliminated, but nevertheless the beds prrchased 
should be of sufficient strength to withstand the many 
abuses to which they are subjected. 

Industry, with its business experience, has found it 
advantageous to establish central purchasing depart- 
ments to centralize all buying activities under one 
head. It has delegated to one department the responsi- 
bility for making all purchases, keeping records of 
receipts, recording specifications concerning purchases, 
supervising the stockroom and keeping complete rec- 
ords of all issues. The result of poor buying in indus- 
try would be reflected in an inferior product and 
increased cost. In a hospital the end result is higher 
cost of operation. In hospitals partieular importance 
should be attached to this particular phase of the 
hospital operation, since the expenditure of funds for 
stpplies and equipment aggregates approximately 45 
per cent of the total sum disbursed during the year. 


» » » 
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A GANTRALIZ ED SYSTEM! 


FOR Hospital Purchasing 


By JAMES C. GLIEMO 


Purchasing Agent, Edwin Shaw Sanitarium, Akron, Ohio 





The Purchasing Agent Must Be Cooperative 


Because of his position, the buyer need not be arbi- 
trary in the selection of materials or supplies. His 
duty is to procure for the hospital, at the best price 
possible, the product that will meet universal approval 
and furnish the desired results. The purchasing de- 
partment can function satisfactorily only with the 
cooperation of all departments. 

It is a commonly accepted procedure to allow the 
heads of certain technical departments to purchase 
their own supplies or equipment. True they should 
be consulted and their preferences should be given 
due consideration, but these preferences are not always 
made with consideration of quality and value. It is 
the special duty of the purchasing department to 
determine whether value as determined by quality 
and price will be received when a purchase is made. 
It is the function of the purchasing department to inves- 
tigate and to determine from the experience of other 
users the desirability of making the purchase, even 
for technical equipment. 

An example is the use of a chemically pure chloro- 
form when a technical quality will do as well. There 
is a difference in price and it means a saving to the 
institution to change from a chemically pure to the 
technical quality. This is only one of many instances 
that occur and one that an alert purchasing agent can 
correct. In his position, his interest is to procure for 
the institution the best quality and the most durable 
products, at the best possible prices available, each item 
being purchased, however, to fit a definite purpose and 
secure a definite result. : 

Purchasing has many ramifications and much can 
be obtained from a well defined plan of standardization 
and simplification. There is no need of having a half 
dozen or more types of cleaning powders or of soft 
soaps when one or two types would suffice. There 
is no need of having varied makes of equipment when 
repairs would be much simpler if all like equipment 
were interchangeable. The result of eliminating 
numerous pieces of equipment and the development 
of a greater interchangeability, and the weeding out 
of other superfluous materials is simplification. 

Standardization in purchasing is the development 
of time and experience. Years of purchasing experi- 
ence will tend to formulate in one’s mind the standards 
of quality, price and service which meet certain definite 
requirements of your own particular institution. Past 

(Continued on page 47) 
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With National Hospital Day approaching, plans will, no doubt, be made for baby shows. Here is a type 
of contest which eliminates the dangerous and objectionable features of the older type of baby show. 


THE DAILY PAPERS called it a “cry- 
less contest.” The authorities at Mount 
Sinai Hospital of Philadelphia realized that 
this nomenclature was a little too optimistic, but they 
knew that they had found a partial solution to the 
problems surrounding baby shows. They took a tip 
from nationwide contests that handle hundreds of 
entries, and planned the event on the basis of photo- 
graphs, from which a conveniently small group could 
be chosen for a final physical examination. From al- 
most two hundred fifty entries, ten were selected for 
a personal appearance at their very first home, the 
hospital, on September 14th. The months of groom- 
ing were brought to a close with the awarding of the 
prizes, a gay party, and a special radio broadcast. 

The Contest was introduced way back in the middle 
of March by an article in the Mount Sinai News, a 
quarterly bulletin edited by the Public Relations De- 
partment. Under the column head of “Basiers’ 
CLus,” ran a story on a picture album, with a re- 
production of a snapshot sent in by an enthusiastic 
Club correspondent who keeps the hospital up-to-date 
on the doings of her two youngsters. 

The Babies Club, incidentally, is an organization 
which every Mount Sinai born baby is invited to join. 
Dues of a dollar a year, payment of which, in full or 
in part, is entirely optional, goes toward financing char- 
itable undertakings and all activities. Included are 
bi-monthly mailings of health literature, birthday con- 
gratulations, lecture meetings and any other projects 
in connection with a better baby health program. The 
Babies Club acted as sponsor of the “Picture of Health” 
contest. 

Our “Babies Club Picture Album” story, planted to 
create interest in the coming event, read: 

Every mother prizes a picture of her baby. Grandma 
still looks levingly on the pose of Uncle Alec on the bear 
skin. A time-browned snapshot of you undoubtedly is 
tucked away securely—you in your best button shoes and 
sailor outfit. 

The Babies’ Club of Mount Sinai Hospital wants to 
have an album. For we, too, are proud of our babies. We 


want to see them grow from the tiny tots we knew when 
Mount Sinai was their home, to mischievous toddlers and 
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By GERTRUDE FISHER 


Director of Public Relations, Mount Sinai Hospital, Philadelphia 





strapping school children, like Danny and Joseph Ruff, 
whose picture we proudly show. Their mother is one of 
the Babies’ Club’s most loyal correspondents. She knows 
that we enjoy news of our babies’ developments. 

Start gathering your best clear snapshots or studio 
photographs now and hold them till your next piece of 
Babies’ Club health literature arrives. It will tell you of 
the Babies’ Club Picture Album Contest from which the 
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ee A PICTURE ALBUM FOR 














C THE BABIES CLUB 
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ris = | Let us see what baby looks like today 
a GS —showing off a new tooth, perhaps. 
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hes Qs | Let us know how big she’s grown—no 

} a= y longer a baby, but a pert, little missy. 
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| 4 ad wv %)s!/ Let us share in the joy of seeing the 
Zw | rough and tumble school boy we knew 
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A CONTEST 


We ask*you proud mothers and fathers to submit pictures so 
that we may select a Mount Sinai Babies Club ‘‘PICTURE OF 
HEALTH.” 


QUALIFICATIONS: The picture must be clear, not too dark or 
blurred. Natural ‘‘candid’’ shots are best because they have 
more charm than obviously set poses. Snapshots (not too small) 
or studio photographs may be entered. 


WHEN: The contest starts today. Additional pictures may be 
mailed in until the closing date of the contest is announced. 


WHERE: Address envelopes to The Babies Club, Mount Sinai 
Hospital, 5th and Reed Streets, Philadelphia, Pa. 


HOW: Be sure to mark your youngster’s name and address on 
the back of each picture. 


It is advisable to place cardboard around the picture and mark 
the outside of the envelope, ‘Do Not Bend.” 


Also, mark picture, ‘‘Return,” if you would like us to do so. 
We would prefer, though, to enter them permanently in our 
first BABIES’ CLUB ALBUM. 
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most appealing entries will be selected for a permanent 
place in Mount Sinai’s annals. 

And when the next piece of health literature went 
out in the middle of April, it carried with it an insert 
illustrated on the opposite page, announcing the contest. 

Before long pictures began to arrive at the average 
rate of three a day—big and little, framed and un- 
framed, studio and back yard, very good and very bad. 
They were promptly acknowledged by postal cards. 

At the same time the acknowledgment was mailed, a 
clerical entry was made for the contest record, stating 
tie date of receipt, the entry’s name and address, the 
date of birth, how many photographs had been sub- 
mitted, and whether or not they were to be returned. 
A carbon copy of this record was clipped to the picture 
which was filed in an alphabetical folder securely re- 
cessed in a metal cabinet. 

Inquiries from parents of babies born in other hos- 
pitals were answered with a note stating that our con- 
test was open only to babies born in Mount Sinai Hos- 
pital. 

The original plan had been to make the contest a 
two month affair, but as June arrived, requests came 
for extension of the time allotted for entrance. Mothers, 
or fathers, sometimes even near relatives or neighbors, 
brought youngsters’ photographs to the Public Re- 
lations office for official entry or impartial criticism. 
These were the people, in particular, who wanted more 
opportunity to get additional shots of baby. Intima- 
tions to this effect also came in through the mail. 

Therefore, in the June issue of the Mount Sinai 
News, the Babies Club column announced extension of 
the closing date to September Ist. 

A floater accompanied the June Babies Club health 





QUESTIONNAIRE 


BABIES’ CLUB CONTEST for a 
“PICTURE OF HEALTH” 
Please fill blank spaces IMMEDIATELY and 
return to: 


Babies’ Club of Mount Sinai Hospital 
5th and Reed Streets 
Philadelphia, Pa. 


If this questionnaire is not returned, the entry 
will be disqualified. 
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literature. Mimeographed on pink paper to insure 
attention, it showed a tiny infant dressed in sweater 
and cap, holding a Sign, as illustrated. 

The early summer brought a natural lull in the rate 
of contest arrivals, but a sudden spurt of activity 
came in the middle of August when notices were sent 
out naming the semi-finalists. Of course, the selection 
was by no means complete, because all the entries had 
not yet come in. The idea was to avoid last minute 
confusion by getting as much data as possible on 
“hopefuls.” 

The obviously “hopeless” entries were eliminated by 
the Public Relations Department staff with the O.K. of 
the hospital. Those taken out were either very poorly 
photographed—blurred and distorted, or for other rea- 
sons their continuance as contestants was out of the 
question. 

Those remaining, the semi-finalists, were sent a let- 
ter and a questionnaire (illustrated), which was 
promptly returned. 

To the semi-finalists the announcement of the prize 
was made—$10.00 for the winner. Later, it was found 
that more than one winner should have been provided 
for in case of disagreement among the judges. 

As the date of the close of the contest approached, 
the form of the acknowledgment sent to new entries 
changed from the original, which stated that they would 
be contacted again “when the time for judging draws 
nearer,” to a card reading: “You will -hear from us 
again after September first.” Thus, the possibility of 
any outcome was provided for. But if the new late 
entry qualified for the semi-finals, the letter and ques- 
tionnaire were immediately forwarded. 

In the meantime, judges were considered from two 
points of view. First, Mount Sinai Hospital must be 
properly represented, and secondly, there should be a 
prominent enough individual to make the project news- 
worthy. To meet the initial requirement, the chiefs of 
two pediatric services, Dr. Eugene Rush and Dr. Harry 
Lowenburg, Sr., were appointed. The secondary con- 
sideration was met by the willingness of Robert Susan, 
a prominent portrait painter, to lend his opinion to 
our search for a “picture of health.” 

On September 2nd, Dr. Rush and Dr. Lowenburg 
picked a total of twenty-four finalists out of forty 
(Continued on page 36) 
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SOCIAL FACTORS UN 


The Control of Diabetel/ 


“THE PROGNOSIS in diabetes mellitus is 
most intimately dependent on the type of 
management employed. With no control, 
the life of the child with diabetes mellitus usually can 
be measured in months. With mediocre management, 
it is easy to keep the diabetic child alive and to recon- 
cile one’s self to the inevitability of the serious or fatal 
complications and sequelae which come to the patient so 
treated. With the use of the measures now available to 
the diabetic child, one can offer a prognosis as to life, 
freedom from complications, and vigor of health on 
terms practically as favorable as for the well cared for 
normal child, providing full use is made of such therapy 
by the physician and the patient. No halfway measures 
of adequacy of treatment may justifiably be considered 
in comparing various regimens of therapy.’ 

It is the purpose of this article to show how the social 
worker may assist in the attainment of this goa! of con- 
trolled diabetes. As an integral member of the medical- 
social team she has the opportunity to give parents in- 
sight into problems which may arise and which, if un- 
met, bring about uncontrolled diabetes and socially un- 
satisfactory attitudes on the part of the child. 


» » » 


Complete Acceptance of Treatment Necessary 


As the control of diabetes is based on the acceptance 
of the necessity for treatment, there is a direct rela- 
tionship between failure to accept treatment and failure 
to preserve life. There are few chronic diseases in 
which treatment so surely points the way to health. 
There are also few in which violation of treatment may 
bring about death within a short period of time, or in 
which occasional disregard of treatment will cause im- 
mediate, disagreeable results. 

The need for complete acceptance of all that the dia- 
betic regimen implies is therefore necessary : adherence 
to a specific diet, regular administration of medication 
(insulin), and frequent checking on possible deviation 
from control (through urine testing). As children have 
been known to develop diabetes at an early age, the child 
cannot always be taught to carry out his own treatment 
in the event of parental failure to assume responsi- 
bility. A complication then is the need for acceptance 
of responsibility not only by the patient, but also by 
some other reliable member of the patient-group. 

In other children’s diseases a cure may be held up as 
reward for compliance with the necessary treatment, 
and this may offset temporary inconvenience and dif- 
ficulties involved in a given medical plan. In diabetes 
mellitus, however, it is necessary to destroy all hope of 
cure and offer in its place “approximately normal life.” 
This may seem vague and unsatisfactory to parents who 
are asked to pursue tedious tasks until such time as the 
child is able to assume full responsibility for himself. 

The effectiveness of assistance on the part of the so- 
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cial worker is partly determined by her availability to 
the patient-group and the time when she is drawn into 
the picture. In the two diabetic clinics known to the 
writer,” the parents are referred immediately after the 
physician has interpreted to them the nature of the dis- 
ease and the treatment indicated. At the time of the 
first interview with the medica! social worker, obsta- 
cles to acceptance of necessary treatment may be pre- 
sented. The parents may temporarily lose emotional 
control because of anxiety about the child’s immediate 
prognosis if he is in coma. They may refuse to accept 
the diagnosis as accurate when the disease is discovered 
in the process of a routine physical examination. At 
times the parents appear overwhelmed by the realiza- 
tion that their child has a chronic disease from which 
there is no escape, or they may believe themselves in- 
competent to learn the necessary diabetic regimen. As 
the patient is often hospitalized for only a few weeks, 
the parents are expected to learn the diabetic regimen 
within a relatively short period of time. It is, there- 
fore, necessary to free them from emotional strain and 
doubt as soon as possible in order that they may be able 
to accept and assimilate instruction. 

Additional interpretation and reassurance by the 
medical social worker may be sufficient. It is often 
helpful to arrange conferences between the physician, 
parents and medical social worker in order to make cer- 
tain that the parents will bring up for discussion all the 
factors involved in their fears or refusa! to accept the 
diagnosis. Informal, pre-arranged interviews between 
the parent of the newly diagnosed diabetic patient and a 
mother who has successfully adjusted to the manage- 
ment of a diabetic child have also been valuable in as- 
sisting parents to overcome apprehension and the feel- 
ing of incompetence. 


Child’s Environment Important to Diabetic Control 


The next step is to secure a significant, early history 
of the patient and his environment. Behavior patterns 
such as faulty food habits, family conflicts involving the 
child, over-indulgence and problems involving dis- 
ciplinary measures may then be brought to light im- 
mediately. This information affords the worker an 
opportunity to classify the patient as to the probable 
need for social treatment: probable early control, con- 
trol within a moderate period of adjustment or the long 
struggle which may or may not bring about desired re- 
sults. Before the child leaves the hospital, the worker 
is then able to arrange further conferences with the 
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physician and psychiatrist, when indicated, and begin 
social casework while the mother and child are close 
at hand. 

It is obvious that, if control of the disease is to be 
immediately realized, the child must have been well- 
adjusted prior to discovery of the disease. When there 
is a home situation where the parents are congenial, 
the parent-child and sibling relationships are whole- 
some, and the family has adequate economic facilities to 
cover the cost of care, the worker has an ideal situation 
in which to establish a working relationship. Inter- 
pretation of the disease and the regimen, however, is 
not enough. A child may previously have eaten well, 
mingled freely with other children, and responded fairly 
consistently to parental control. The worker is already 
aware, however, through her experience in working 
with this group, that difficulty may arise due to enforced 
regularity of the diet. For example, the child who on 
occasion has eaten only a trifling breakfast without 
parental objection, now must become accustomed to eat- 
ing a third of the prescribed day’s food for breakfast, 
whether he desires it or not. It is also known that even 
the most phlegmatic child may have an occasional out- 
burst of resentment toward daily doses of insulin given 
hypodermically. He may refuse to go to parties when 
he returns home from the hospital because he fears the 
curiosity which may be aroused when he declines re- 
freshments. Being warned of these possibilities, thfough 
the medical social worker’s interpretation, the alert, in- 
telligent parent is quick to give reassurance at the first 
sign of rebellion, thus preventing a situation which may 
otherwise remain unrecognized until it reaches serious 
proportions. 

The mother who sympathizes with the child because 
he must eat more than he thinks he wants and who 
fails to assume a matter-of-fact attitude the first week 
he is at home develops a feeding problem where none 
previously existed. An instance is recalled of the mother 
who failed to overcome her feeling of inadequacy in giv- 
ing the insulin, thus emboldening the boy to make an 
issue of the procedure. It was necessary for the father 
to assume the responsibility, although this was incon- 
venient for him and caused friction between the par- 
ents. The mother of an 18-year-old boy is now per- 
plexed about his ability to accept work if he cannot re- 
turn home for lunch. He has not been gradually en- 
couraged to take his own insulin, and his mother is still 
giving it to him behind closed doors. There are adol- 
escent girls who, because they refused to go to parties 
due to the refreshment problem, have become socially 
withdrawn. 

A child may at times become irritable and seemingly 
unmanageable when the weight of diet restriction and 
insulin injections seems oppressive to him. Parents 
who have gained sufficient insight prior to these occa- 
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sions will avoid the mistake of using severe discipline 
or being over-protective, thus encouraging repetition of 
such behavior. Of utmost importance is the ability of 
the parent to maintain a relationship with his child 
which will foster the growth of confidence between 
them, thus giving the child an opportunity to discuss 
his occasional dietary lapses without fear of punishment. 

James, the twelve-year-old son of intelligent English par- 
ents, was attractive in appearance and above average mentally. 
The father earned sufficient income to provide a comfortable 
home and a few of the niceties of life. The parents had high 
standards of behavior for their children, and if a child se- 
riously transgressed, he was whipped. When James developed 
diabetes mellitus, he took food from the pantry and ice-box. 
He did not confide in his parents because he feared punish- 
ment which he had received on occasions when the act was 
acknowledged. To avoid the problem, his mother padlocked 
the pantry and ice-box doors. James then took money from 
her purse and from at least one other known source. This 
money, it was assumed (although he stoically refused to ad- 
mit it), was used to buy sweets as he showed sugar fre- 
quently. Two measures were successful in overcoming his 
difficulty. One was to send James to a summer camp, where 
he was encouraged to assume more responsibility for his own 
care; the other was to give casework service to his parents 
which assisted them in changing their attitude toward punish- 
ment and in developing a closer relationship with the boy. 

Parents are urged to be matter-of-fact in their atti- 
tude toward the diabetic regimen on the one hand; yet 
they must never vary from it. To permit occasional 
sampling of forbidden food is to encourage the child to 
try to wear down parental resistance by begging, whin- 
ing and temper-tantrums. One father is recalled who 
complained that he had not “had a peaceful meal in the 
house since his child developed diabetes.” The six-year- 
old patient had been permitted occasional! “tastes” be- 
cause her mother believed she could not be expected to 
accept immediately the diet restrictions. As her de- 
mands for other foods increased, her diabetes became 
uncontrolled. The parents, then apprehensive about 
her condition, set about to overcome it by ignoring her 
requests. She cried, screamed, crawled under the bed 
where she could not be reached, kicking violently, until 
she was promised the forbidden food. Constant en- 
couragement on the part of the social worker made it 
possible for the parents to develop endurance sufficient 
to outlast the child’s during these scenes and gradually 
to re-train her. 


Emotional Effects of a Diabetic Regimen 


Because diabetes is a disease and requires long time 
medical care, there is a tendency for some parents and 
relatives to consider the child a semi-invalid who should 
be granted a few special privileges not accorded others. 
It is obvious that a child with diabetes may thus attempt 
to use his disease as an escape from unpleasant situa- 
tions. The high school boy mentioned above became 
involved in a school discipline problem. All the mem- 
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bers of the classroom were required to sit quietly for a 
period of time. This he refused to do, giving his physi- 
cal condition as an excuse, although he presented the 
clinical picture of a well-controlled diabetic patient. He 
defied the superintendent and was temporarily expelled 
from school. In the process of reinstatement, the moth- 
er informed the superintendent that emotional disturb- 
ances made the boy physically ill. She championed his 
cause by telling how it had been necessary to increase 
the insulin dosage during the period of difficulty. That 
the boy worked himself up, emotionally, to the point 
where there were physical changes requiring additional 
insulin was correct, but the original source of difficulty 
lay in his attitude that he should not be expected to be 
treated on the same level with other classmates. This 
boy is of superior intelligence and his family are eager 
for him to work out a plan to attend University, away 
from home, with high hopes for his future. It would 
seem that he must face a hazardous period of adjust- 
ment if he is to succeed in the new setting. 

The whole question of the emotional effect of un- 
controlled diabetes is one which challenges further and 
intensive study. The problem of the emotional trauma 
involved in the experience of shock and coma is of great 
social significance from the point of view of the par- 
ents as well as the child. While there seems to be 
more immediate acceptance of the diabetic regimen by 
parents and patients who have been introduced to the 
disease through coma, that experience can be so terrify- 
ing that the parents become over-protective. Possibly 
Boy Scout hikes, swimming parties and picnics, for- 
merly permitted, may no longer be encouraged by the 
parents. One mother, from the living room window, 
watched her small boy outside with other chiidren. If 
he started off beyond the range of vision she called him 
back. He became emotionally retarded as a result of 
this close supervision and reverted to infantile be- 
havior. Some children will use this awareness of the 
parent’s fear of shock as a weapon to “get back” at the 
parent following a period of conflict. A nineteen-year- 
old girl whose mother was handicapped by arthritis 
would run upstairs following a disagreeable argument, 
refusing to answer when her mother called. The mother 
would then become frightened and send for the family 
physician. One time he did find the girl was having a 
mild shock, but it was his opinion that she more often 
feigned the condition to punish her mother. 

The fear of coma and shock will also complicate the 
school situation, as illustrated by the mother of a new 
diabetic patient who returned the child to school with a 
bag of sugar and a note advising the teacher to force a 
spoonful between the child’s lips when she “becomes 
unconscious.” Another mother tied an orange in a bag 
around the child’s waist. Both, of course, created minor 
sensations in the classroom, with the result that the 
children were excluded from school until such time as 
the social worker was able to interpret the true situation 
to the principals and teachers. 


Family Problems Created by Diabetic Regimen 


In a discussion of this type one cannot ignore the 
problems created by the economic aspects of the disease. 
The family whose income is marginal, or who are 
recipients of relief, may find it very difficult not to 
show resentment toward the one child in the family who 
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must be given large quantities of wholesome food. In 
one home the father became so resentful, expressing it 
by constant nagging and punishment for trifles, that it 
was necessary to place the child in a foster home to 
relieve the tension. Parental emotional! strain, brought 
about by fear of uncontrolled diabetes in the child be- 
cause of limited relief budget for food, may also give 
rise to serious situations. 

When serious complications arise from prolonged, 
uncontrolled diabetes mellitus, an effective tool in over- 
coming the immediate problem may be foster home 
p:acement or a summer camp. When one considers the 
cost of the diet and the amount of service and super- 
vision which must be given by the foster mother, it is 
obvious that the selection of a home for this purpose 
is not an easy task. Among the advantages of ade- 
quate foster home placement are the opportunity to 
teach the older child to assume responsibility for him- 
self, and the challenge to the parents to attempt to con- 
trol their own child according to the foster mother’s 
demonstration. 

The old axiom that we “live in hope and die in de- 
spair” is constantly to be reckoned with if parents are 
to be protected from the wiles of “quackery and cults.” 
The physician and social worker who have built up 
close working relationships with the parents of diabetic 
children will find them bringing up for discussion the 
question of these various cures before trying them, in- 
stead of bringing the child to the hospital in coma after 
the experience. 

Very little has been said about working with the child 
directly. In an article of this length it is not possible to 
consider all the aspects of the medical social worker’s 
contribution toward the control of the child with dia- 
betes mellitus. While the parents play a most impor- 
tant part, it is essential that the child himself have as 
complete an understanding of his disease and the need 
for treatment as his age and intellectual level will per- 
mit. Children have been taught to give their own in- 
sulin and weigh their own diets at seven and eight years 
of age. In order to avoid the type of problems cited 
above and to gradually develop within the patient a 
sense of responsibility for his own well-being, it is es- 
sential that the child be encouraged to participate in his 
diabetic regimen as nearly as possible. 

In the teaching of casework theory, presentation of 
actual cases is found to be effective. Parents learn 
readily by the same methods. The illustrations used in 
this article, and others, have been used in “preventative” 
interviews with parents and patients. During the course 
of the child’s hospitalization the parent is taught the 
diabetic regimen by the medical and nursing staff and 
the dietitian. On the social worker rests the equally 
great responsibility of developing persona! attitudes and 
sound relationships which will enable the patient and 
patient-group to practice the knowledge received. Only 
by giving attention to these social aspects can the hos- 
pital feel assured that the patient will maintain the full 
benefit of his hospital treatment and be given the oppor- 
tunity to become a member of the controlled group. 
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A. GS. HOLDS ANNUAL 


Hospital Con ference 


THE TWENTY-FIRST annual Hospital 
Standardization Conference of the American 
College of Surgeons was held in New York 
in conjunction with the annual clinical conference at 
the Hotel Waldorf Astoria, October 17 to 21. Two 
good auditoriums, together with numerous smaller 
rooms, were available for the various meetings, and 
in all the acoustics were extremely good. Exhibits of 
surgical appliances, books and other items of interest 
to surgeons and the hospitals in which they work, were 
numerous and well arranged. The result was that the 
2,500 surgeons and 1,000 hospital people who attended 
the conference had ample opportunity to hear their par- 
ticular problems discussed and to see the latest in appli- 
ances that are being constantly developed for their 
convenience. 


Presidential Address 

In his presidential address on Monday evening, Dr. 
Frederic A. Besley, the retiring president, spoke chiefly 
of matters that were of interest to the surgeons present, 
but there were also many thoughts that deserve the 
attention of hospital administrators. 

Dr. Besley compared the dreams of 1913 with the 
actuality of today. The College is now organized for 
smooth functioning and occupies a position of leader- 
ship in both the hospital and the surgical fields, a posi- 
tion which compels it to insist that surgeons be guided 
by the highest ethical and professional standards. Hos- 
pitals, like the human beings that work in them, betray 
no signs of reaching a state of perfection, and changing 
times will bring new problems which have to be solved. 
This means that the work of the hospital department of 
the College will never be finished. 

After speaking of the other departments and activities 
ot the College, Dr. Besley called attention to the efforts 
that are being made by the medical profession as a 
whole to solve the problem of uneven distribution of 
income and to make its services available to all groups. 
In this and other matters he sees the College of the 
future chiefly as a moral rather than a material force. 
To achieve its ambitions, it must develop, as leaders, 
men who have a broad vision and the diplomatic and 
judicial qualifications which make for leadership. 

Dr. Walter W. Chipman, of Montreal, in the Annual 
Cration, aptly quoted from the Charter of Corporation 
as follows: “For as a College we solemnly promise to 
do what we can for the betterment of surgery . . .; to 
improve our hospitals and our teaching schools ; (to pro- 
mote activities) undertaken to make our surgical world 
a safer and better place; the welfare of the patient, the 
Alpha and Omega of it all.” In showing how the Col- 
lege had striven to attain its ideals, he paid a fitting 
tribute to the late Dr. Allen B. Kanavel, one of those 
who had taken so active a part in all its activities until 
the time of his sudden death during the present year. 
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Voluntary and Tax-Supported Hospitals 


Dr. S. S. Goldwater, Commissioner of the New York 
Department of Hospitals, discussed the necessity for 
cooperation between voluntary and tax-supported hos- 
pitals. He stated that the voluntary hospital is limited 
in its service by the special aims of its founders, the 
sympathies and interests of the group, legal restrictions 
and lack of funds. Tax-supported hospitals are limited 
in their service by the theory of responsibility for spe- 
cial diseases or special economic groups. An independent 
program results in overlapping and neglect to care for 
certain classes, but by cooperation, coordination can be 
secured, and this ‘results in a better total care plan. 
This cooperation should be voluntary, not compulsory, 
so that the vitality, flexibility and experimental value of 
the autonomous units may be preserved. No coordinat- 
ing agency can thrive unless it has a clear conception 
of the basic theories of technical hospital organization 
and of the difference between public and private re- 
sponsibility. 

He discussed the legitimacy of the claims of the pri- 
vate hospital on a share of tax funds and expressed the 
opinion that stable, non-governmental sources of sup- 
port would constitute the best guarantee for this preser- 
vation and strengthening of the voluntary hospital sys- 
tem. He challenged the assumption that voluntary 
hospitals, chartered for the purpose of dispensing char- 
ity, favored by tax exemption and the trustees in many 
instances of substantial charitable gifts, may reasonably 
turn to the state and demand reimbursement for the en- 
tire cost of their free work. This does not prevent 
a mutual assistance pact between the government and 
the voluntary hospital. Government support is neces- 





Dr. Frederic A. Besley of Waukegan, Ill. (left), the retiring presi- 
dent of the American College of Surgeons, congratulates his suc- 
cessor, Dr. Howard Natffziger of San Francisco, at the College's 
twenty-eighth Clinical Congress. In the center is Dr. George Crile 
of Cleveland, Chairman of the Board of Regents of the College. 
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sary, but should not be carried to such extremes as to 
weaken or destroy the voluntary principle. 

Miss Effie J. Taylor, Dean of the Yale University 
School of Nursing, gave an able presentation of the 
trends of nursing as affecting nursing service and 
nursing education in hospitals, which appears elsewhere 
in the present issue. 

Air Conditioning 

In speaking of air conditioning, Victor A. Frid, M. S., 
architect of Hartford, Conn., defined it as “the applica- 
tion of methods of controlling cleanliness, humidity, 
temperature and movement of air in buildings, both 
winter and summer, to make the air comfortable and 
healthful and to obtain, incidentally, conditions that are 
conducive to efficiency, comfort and happiness.”’ These 
conditions were met by the older systems of ventilation 
with the exception of summer cooling. 

One of the great difficulties in the operation of any 
system of air conditioning is the necessity for keeping 
a!l windows closed, and the speaker believed it inadvis- 
able to consider air conditioning in a hospital where it 
might be impossible to control the opening of windows. 
The general public is, however, becoming more air con- 
ditioning minded and there is a very definite increase 
in the efficiency of those working in air conditioned 
surroundings. 

While. Mr. Frid did not think it advisable to air con- 
dition rooms in which it is impossible to control the 
opening of windows, he believed that provision should 
be made for air conditioning some patients’ rooms for 
special cases. This may be done by air conditioning 
a few rooms or by providing a few portable units. The 
former would involve moving the patient. In the latter 
it would be possible to move the unit and install it sim- 
ply by inserting the electric plug. 

In discussing some of the essentials for air condition- 
ing, Mr. Frid pointed out the necessity for insulation of 
the building and cleansing the air. He closed by ex- 
pressing the opinion that air conditioning for hospitals 
is still in an experimental stage with a tendency to be- 
come complicated, but he expressed the belief that in 

the next few years many improvements will be made 
which will increase efficiency and reduce costs. 


Preparation for Emergencies 

Charles F. Neergaard, hospital consultant of New 
York City, in his discussion of the systems of emer- 
gency lighting, first called attention to the many causes 
of power interruption and showed that it may occur 
regardless of whether the supplying system is overhead 
or underground. These consist of the minor interrup- 
tions which may pass unnoticed, and at the other ex- 
treme, the major disaster, like the recent hurricane in 
the East, which may cause a disruption of service for 
hours or even days. All these emphasize the necessity 
for a standby service. 

He spoke of three types of equipment that may be 
used in hospitals: the water wheel generator, the gas 
engine generator and the storage system. 

The water wheel system is operated by the water 
supply within the building and requires a constant mini- 
mum pressure. It has the great weakness that power 
failure is often accompanied by interruption of the 
water supply. 

The gasoline engine is a safeguard against wide- 
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spread conditions which may take several days to re- 
pair. It has the disadvantage that there may be delay 
in starting and there should be a battery system to take 
up the load until the engine can be put into commission, 

Mr. Neergaard considered the battery system the 
most reliable. It can be made fully automatic in switch- 
ing on, the maintenance cost is low and it requires little 
attention. 

Costs of various lighting systems show a wide varia- 
tion. In many hospitals some large flash lamps can be 
provided for the operating room, but this is not very 
satisfactory and the speaker recommended, as a mini- 
mum, one of the portable operating lamps with storage 
battery, cost being approximately $125.00. Next in in- 
creased effectiveness is a 12 volt fully automatic battery 
unit which can be attached to a portable or even the 
ceiling operating light. The cost is from $250.00 to 
$350.00. Different units of more effective battery and 
power equipment can be installed at a cost running up 
to three thousand dollars. 

Any battery set should be self-maintained, should in- 
clude fully automatic charge and control units and 
should be approved by the National Board of Fire 
Underwriters. 

To Miss Miriam Christie, of Cooley Dickinson Hos- 
pital, Northampton, Mass., was assigned another phase 
of preparedness for emergencies. She discussed the 
topic from the point of view of the everyday emergency, 
such as the auto accident and the major emergency. 

In speaking of the ordinary emergencies, she stated 
as a first service requirement that equipment be modern 
and immediately available. Of greater importance, how- 
ever, is a trained staff, both medical and nursing, re- 
sponsible for the department. In the large hospital with 
its corps of interns, residents and nurses, there is no 
problem, but in the smaller institution the situation is 
different. In these, one surgeon should always be in 
touch with the hospital and ready for service. As re- 
gards nursing ‘care, the nursing staff should be carefully 
selected and ready at all times. The situation at night 
may be met by having the night supervisor especially 
trained in emergency work and operating room tech- 
nique, a trained personnel being available on call to 
assist her. 

Speaking of the general emergency, Miss Curtis men- 
tioned several types for which the community has a 
right to expect its hospital to be prepared. Gas and 
electricity may fail and some substitute must be ready 
to meet the ordinary needs of the institution, and the 
situation then becomes an emergency. In case of an 
epidemic there should be a plan in advance whereby all 
the resources of the community may be brought into the 
service. There is also the major disaster, of which we 
have had many examples during the past few years. 

She finally discussed the advisability of purchasing 
expensive equipment which is needed in an occasional 
emergency, and used the respirator as an illustration. 
A very careful balance of judgment is required to deter- 
mine whether funds available should be spent on such 
equipment which is needed only occasionally but which, 
on those occasions, may be the deciding factor between 
life and death. 


Obstetrical Service 


Dr. Paul Titus, secretary of the American Board of 
Obstetrics, Philadelphia, opened his discussion of the 
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indications for consultations on the obstetrical service 
with a brief analysis of the present situation. He stated, 
as the most striking point, that over half the obstetrical 
deaths occurring annually are preventable. This state- 
ment must, however, be analyzed before drawing con- 
clusions. Illegal abortions, toxemias, hemorrhage and 
sepsis account for a large majority of deaths, which does 
not prove that the obstetric ability of the medical pro- 
fession and the facilities of the hospital are of poor 
quality. A surprising number of pregnant women either 
fail entirely to seek prenatal care or make a bad choice 
of attendant by engaging a midwife or a poor type of 
registered physician. On the part of many physicians, 
however, there is a tendency to undertake obstetric 
maneuvers and operations of which they are entirely 
incapable, while some men who are well qualified are 
inclined to interfere or operate for the slightest indica- 
tion. 

The lack of prenatal care has been consistently com- 
batted by educational propaganda, but in spite of this it 
is found that over half the women dying from obstetrical 
causes have had no prenatal care. The means of preven- 
tion are available but are not used. The answer to the 
second question is more training. The tendency toward 
radicalism can be curbed by closer scrutiny and criti- 
cism of the work. Men will be slow to develop radical 
tendencies, or will curb them, if departmental confer- 
ences are held regularly and especially if the members 
of the courtesy group are included. 

Consultation will act both as a deterrent and as an 
educational factor. The speaker advocated that all phy- 
sicians be required to call a consultant in every instance 
of antepartum hemorrhage, toxemia, prolonged labor 
and before they undertake an obstetric operation of 
greater extent than low forceps delivery. 

Dr. James Raglan Miller, of Hartford, Conn., in dis- 
cussing maternal morbidity and mortality, called atten- 
tion to the custom of including in the deaths of preg- 
nancy complications and deaths which occur in other 
services. This is a question about which there has been 
a great deal of discussion during the past few years but 
about which nothing has been done. “All such cases 
should be included in total figures, though it is entirely 
proper to set them apart as patients over whom the 
obstetrical service has no responsible control.” 

He stressed the necessity for finding the “primary 
avoidable factor” in a given case. “It is easy to label 
a case which died of eclampsia as having developed be- 
cause of crass ignorance on the part of the patient, but 
we must inquire further to find if the unfavorable out- 
come might not have been changed by a more con- 
servative, more active or, perhaps, by more skilled treat- 
ment. 


Blood Bank 


A presentation which attracted one of the largest 
audiences at the convention was that dealing with the 
Blood Bank maintained at Cook County Hospital since 
March, 1937, the report being made by Dr. Leonard H. 
Weissman, executive resident at the County Hospital. 

The source of the blood is from relatives and friends 
of recipient patients and from those who need a thera- 
peutic venesection. The personnel of the service con- 
sists of one house physician, two technicians and a dish- 
washer. There is also a consulting staff selected from 
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the attending physicians and this personnel, with occa- 
sional assistance from the resident in obstetrics, is able 
to give not only a twenty-four hour service, but also to 
perform other duties. 

The cost of establishing a blood bank, if no equip- 
ment is available, is approximately $5,000. This may 
be materially reduced by the use of equipment which has 
already been secured for other purposes, as in the case 
of Cook County in which the initial cost was only 
$1,500. The average cost per transfusion, including 
personnel and maintenance, is approximately $1.00. 

The blood is drawn by the usual venesection tech- 
nique and is received in a flask containing sodium 
citrate. The final concentration of the citrate is 0.3 per 
cent. Donor blood is typed and, at the time of using, 
is cross matched. A gross sedimentation test is made, 
and if unduly rapid, the blood is discarded. A Kahn 
test is routine and is checked by Wassermann. Positives 
are not discarded but are sent to the laboratory for 
preparing culture media. Non-protein nitrogen and 
creatinin are determined, and if the NPN is over 35 
mg. or creatinin over 2.5, the blood is discarded. Since 
handling favors hemolysis, it is kept at a minimum. 

Administration is done under the strictest technique. 
After testing for compatibility and deterioration of the 
donor blood, it is slowly mixed and 5 cc. set aside as a 
later check for the etiology of possible reaction. The 
blood is then filtered into the recipient’s flask, an equal 
quantity of normal saline added, and it is ready to be 
used following the usual transfusion technique. Blood 
can be prepared for administration in 45 minutes. 

Patients should be watched for reactions during the 
transfusion and, should any occur, the procedure should 
be stopped at once. A delayed reaction may set in one 
or two hours following administration. In one series of 
1800 transfusions, reactions of all degrees occurred in 
5.9 per cent of the cases. 

Since establishment of the blood bank the number 
of transfusions has been tripled, and 80 per cent were 
clinically beneficial ; of these 7.6 per cent were definitely 
life saving. In 17.5 per cent no change was noted and 
0.55 per cent were harmful. Transfusions with pre- 
served blood have practically replaced all other types. 

In conclusion, Dr. Weissman gave as the advantages 
of the blood bank that it furnishes blood to those who 
would be denied its benefits by making it easy to secure 
and give the blood; in case of emergency there is a 
minimum of delay and technique reactions are lessened 
because of having trained technicians.- The disadvan- 
tages are that it is feasible only in large institutions, pre- 
served blood loses some properties of fresh blood and 
it has a tendency to hemolyze. 


Protection of Eleemosynary Funds 
Dr. William Walsh, hospital consultant of Chicago, 
presented a very thorough study of the lack of protec- 
tion of eleemosynary trust funds and suggested the 
means of remedying the lack. He first called attention 
to the decrease of voluntary contributions to hospitals. 
“The increasing responsibilities being assumed by the 
government may have some influence upon those who 
contribute to hospitals, but in view of the fact that the 
government rarely assumes a responsibility which is 
adequately met by private agencies, there is reason to 
believe that governmental intrusion is the effect of the 

(Continued on page 28) 
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Hospi tal Visitors 


» » » -KEEPING STEP with the rapid advance- 
ment of medicine and growing in size in 
direct proportion to progress made in hos- 

pital care and management is the ever increasing prob- 
lem of hospital visitors. Physicians and surgeons have 
for a long time accepted without question the fact that 
their patients are always “less well” on Monday after 
receiving an influx of visitors on Sunday. It is prac- 
tically impossible to assure absolute quiet to the hospital! 
patient whose recovery depends somewhat on peace and 
comfort because visitors add to the noise and confusion 
of hospital rooms and corridors. 

Most hospital visitors come only with “good” inten- 
tions, the kind that are said to pave the way to a place 
of rather torrid climate. These so-called “good inten- 
tions” may, and often do, become an inadvertent draw- 
back when directed toward a hapless patient. Another 
rather trying phase of the situation which needs to be 
taken into consideration is the unwillingness of any one 
visitor to admit that he, as a visitor, is not of the most 
desirable type. Faults which we so readily perceive in 
others are not recognized as an integral part of our own 
personality. 

Still another troublesome feature of the problem is 
the tendency of visitors, like bananas and street cars, 
to come in bunches. So often, patients who are per- 
mitted visitors from two to four o’colck in the afternoon 
will be alone until three-thirty only to find themselves 
in the midst of a traffic jam of well-meaning friends 
during the last half hour. Seldom, if ever, does one 
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visitor leave when another arrives. They stay on and 
on, believing that there is “always room for one more” 
until the walls of the room fairly bulge. 

Probably not the most sinister but certainly one of 
the most annoying is THE CHEERY VIsIToR. She comes 
with great long strides, head up, chest out, and breath- 
ing deeply, her face set in a grimly determined smile. 
She enters the victim’s room at the most inopportune 
times, pointedly ignores the fact that the patient is 
perched on the bedpan or has just been given a sedative, 
and goes into action, “cheering up” the sick. She is 
secretly pleased at the contrast of her own breeziness 
with the patient’s wan listlessness; she fairly screams 
of robustness and energy. She gloatingly asks, “How 
are you?” when what she really means is “Look, see 
how strong and healthy J am.” She does all the talking 
so the poor, dear patient won’t have to exert herself. 
She is simply thrilled at how much better the patient 
looks. Why, she’s “practically out of the hospital 
already,” and how “lucky she is to have nothing to do 
but rest in such a lovely room with nurses and interns 
to wait on her.” Why, being in the hospital is a “treat” ; 
she just believes she “will go out and get herself a cute 
little germ so she can come in for a rest in this very 
hospital.” She just bets, too, that the patient “isn’t really 
sick”’ because she “looks so well.” And she knows that 
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soon after being dismissed the unfortunate convalescent 
wil! be “as strong and healthy” as she is. This type of 
visitor when ready to withdraw makes doubly sure 
that her visit has not been in vain by repeating, in a 
manner which underlines each word, the admonition to 
“Don’t worry about a thing, and never say die.” She 
then leaves the sick-room, satisfied that her little visit 
has brightened the day for the wretclicd woman who 
“anyone can see at a glance is not going to recover.” 
The patient feels too that recovery is doubtful if she 
has to endure another such visit. The visitor, so obvi- 
ously rugged and active, has taken with her the small 
amount of strength the patient did possess. 

Second in the line of annoying visitors is the 
SADDENED, Lonc-Facep type who shower the patient 
with sympathy and try their best to make him feel worse 
than he already does. They usually halt abruptly upon 
entering the room and first observe the patient. They 
are shocked by the way he looks and tell him so. If 
he insists that he feels pretty good, they shake their 
heads ominously and remind him that “Jim felt pretty 
good too just before he died.” They ask in a worried 
tone if the doctor has been in yet this morning and 
hadn’t he better be notified? They wouldn’t think of 
staying very long; if they had known the real circum- 
stances, they wouldn’t have called at all. They do hope 
the patient will soon be out of the hospital (their tone 
of voice conveys their skepticism) because hospitals 
are “so gloomy and depressing.” And if there is any- 
thing they can do for him, all he needs to do is “name 
it—just anything.” 

The nurse who enters the room after this type of 
visitor has departed may find the patient worriedly 
counting his own pulse or trying to catch a glimpse of 
himself in the mirror. He’s sure he is suffering a re- 
lapse because he suddenly feels so much worse, and he 
is so very anxious to have his doctor come immediately. 

Another trying one who comes is THE COMPLAINING 
Visitor. They usually do their best work if they appear 
when trays are being served. They complain about the 
food and the way it is prepared. They complain if the 
nurse feeds the patient and they complain if she doesn’t. 
They can’t understand how anyone (much less a sick 
person) could eat the food that is on the tray. They 
know without investigation that the coffee is only luke- 
warm, and the dessert is not cold though it should be. 
Paper tray covers may be less expensive, but they cer- 
tainly wouldn’t want to eat off of them. They are sur- 
prised that the patient is given ice water, and they’re 
sure it’s a mistake the nurses have made; the patient 
will suffer for it too. They never did understand why 
doctors and nurses know so little about the food re- 
quirements of a sick person. They notice on leaving 
that there is dust under the patient’s bed and a small 
hole in the bedspread. It is their firm conviction that 
he will continue to be neglected and mistreated unless 
he asserts himself. They suggest that he complain to 
the supervisor and begin to demand the care and atten- 
tion due him. Their parting shot is usually the inevit- 
able “They'll certainly charge you plenty when you’re 
ready to leave, so you might as well let them know 
that you intend to get service while you’re here.” 

Such a visit may change the whole attitude of the 
patient. Where before he was satisfied, friendly and 
progressive, he now becomes suspicious, discontented 
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and fretful. His physical condition changes in rela- 
tionship with the change in his mental attitude, and the 
attending physician reads on the chart that his patient 
is “not so well.” 

THE TIMID VisITorR is harmless enough but may be 
doubly annoying to the patient. She is usually a small, 
mousy individual, so shy that she hardly dares look at 
anyone. Her observation of interns, of whom she is 
really frightened, is limited to a surreptitious glance at 
white trouser legs (from the knee down) and a pair 
of white shoes. She slips quietly into the room, refuses 
to sit down even for a minute (she feels safer when 
standing), speaks in a tone little above a whisper, smiles 
nervously at the remarks of the patient, not hearing 
them, and jumps each time someone passes in the cor- 
ridor. She constantly watches the door as though ex- 
pecting some frightful “case” to bounce in on her. She 
is sure all the other rooms are filled with tortured and 
bleeding persons, and the longer she stays, the more 
jittery she becomes. She explains to the patient that 
she faints at the sight of blood; she fully expects to 
have to see it, because hospitals are like that. Her relief 
at escaping intact from the hospital is second only to 
that of the patient who watches her go. She is afraid 
to ride in the elevator, so she chooses to step haltingly 
down the stairs, giving the impression that she is walk- 
ing on egg shells. 

One of the most distressing experiences a patient 
may be called upon to endure is an encounter with the 
“T’VE-HAD-IT-TOO” Visitor. She is such a bore. She 
talks so much about her operation that the patient hasn’t 
a chance to talk about his. She knows all about just 
what he’s going through. You can’t tell her a thing 
about that kind of operation (you don’t even try) ; she 
remembers hers as though it were yesterday. Why, she 
nearly died on the operating table and suffered so much 
afterward that she was sorry she didn’t. She had the 
most excruciating pain. She couldn’t eat or sleep, and 
even morphine failed to relieve her. She screamed if 
the nutse so much as touched the bed. And no matter 
how many stitches you have, she can always “raise you 
five.” Of course, she had her worst time after she left 
the hospital. You never can tell. Just when you feel 
you are getting along all right, you may have a hem- 
orrhage or an embolism. Her next-door neighbor in 
Lakeview had the same operation that we had, and she 
died suddenly of embolism two weeks after she came 
home from the hospital. She advises- him (free of 
charge) not to be too sure of his condition for at least 
a year or two. 

One of the most detrimental of all is THe Currous 
Visitor. They might even be termed “nosey” without 
too great stretch of the imagination. A visitor of this 
type asks questions in much the same manner as shells 
are fired from a machine gun and at much the same rate 
of speed. Their way of entering the patient’s room is 
indicative of the type of conversation to expect from 
them. They have an aggressive walk and an “explain- 
to-me”’ attitude. They confront the patient with “Why 
didn’t you let me know sooner? . . . Wouldn’t the 


nurses notify me? ... Why is Dr. Green taking care 
of you instead of Dr. Brown? . . . How did you hap- 
pen to come to this hospital? .. . Isn’t it farther away 
from your own neighborhood? . . . How long do you 


(Continued on page 48) 
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COOK COUNTY HOSPITAL 
NOT APPROVED 


» » In the list of hospitals approved for internship by 
the Council on Medical Education and Hospitals of the 
American Medical Association, which appears in the 
Journal of the A.M.A. for August 27, 1938, Cook 
County Hospital is omitted. In the list of hospitals 
approved by the American College of Surgeons, an- 
nounced on October 17, 1938, at the annual Clinical 
Congress, the hospital is also omitted. These two great 
national bodies have thus taken a stand in enforcement 
of their standards, which they must take if those stand- 
ards are to have any value. The result is, however, a 
local furor, and claims have been made that the penalty 
was inflicted without warning. Evidence available 
shows that the fact is quite contrary to these claims. 

The action was taken after many years of patient 
and painstaking effort to free this hospital from the 
domination of civic politics and to build it up to its 
former position of clinical and educational excellence, 
and certainly neither the A.M.A. nor the A.C.S. can be 
justly accused of arbitrary or impulsive action. 

In 1932, Doctor MacEachern, as Associate Director 
of the A.C.S. in charge of hospital activity, after a 
careful survey of the institution which he made per- 
sonally, submitted a voluminous report which he sum- 
marized in twenty-two major recommendations. These 
involved a complete reorganization and rehabilitation of 
the entire institution. Among other important criticisms 
in this report were the lack of supervision of the resi- 
dent staff by the attending physician, improper and in- 
complete organization of the medical staff and the lack 
of coordination of the major departments. 

In September of ihe same year this was followed by 
a letter recapitulating, reiterating and amplifying the 
former recommendations. 

In September, 1937, a committee, under the chair- 
manship of Dr. Irving S. Cutter, which had been ap- 
pointed during the previous year, made a report con- 
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taining certain specific recommendations. These sup- 
ported Doctor MacEachern’s report of 1932, particu- 
larly with regard to the administrative organization. 
Specifically, this report recommended a full-time direc- 
tor trained in hospital administration, ‘two full-time 
medical directors and coordination of the entire organ- 
ization under one administrator. 


At about this time an advisory committee of citizens 
was appointed, and one of its most specific recommenda- 
tions was the appointment of a trained hospital admin- 
istrator to manage the institution. This committee even 
went so far as to advocate that the administrator be a 
physician. 

In October, 1937, after a survey by one of the regu- 
lar staff of the American College of Surgeons, a letter 
was addressed by Doctor MacEachern to the warden. 
In this, the physical improvements and departmental 
changes which had been made since the last report were 
noted and attention was called to some deficiencies of 
major importance which were still apparent, although 
recommended in former reports. Among these were 
lack of adequate analysis of the clinical work, lack of 
supervision of interns’ laboratory work, out-patients 
treated in the wards and inadequate control of steril- 
ization. 

These are some of the outstanding efforts made to 
stimulate rehabilitation and reestablishment of the hos- 
pital. Although many of the improvements recom- 
mended at different times have been made, the crux of 
the entire situation appears to be: (1) the political 
domination ; (2) the appointment, against advice, of an 
administrator who is undoubtedly a very able man but 
who lacks experience in hospital administration; (3) 
the failure to secure a full-time medical director; and 
(4) the divided authority. 


That the political influence is still an important factor 
is shown by a statement reported in the Chicago Daily 
News of October 19, 1938. In an interview regarding 
the appointment of an untrained administrator, Clayton 
F. Smith, president of the Board of County Commis- 
sioners, is quoted as saying: “No one wants to run in 
opposition to organized labor. The goody-goody people 
might be with you, but you have to think of the votes.” 
Incidentally," our observation has been that organized 
labor is usually in sympathy with demanding the best 
that can be secured. 

We have no intention of casting any reflections on 
the honesty of purpose of the Board of County Com- 
missioners. Having no knowledge to the contrary, we 
are willing to give them credit for at least average 
political honesty. Observation of other institutions sim- 
ilarly situated has convinced us, however, that no po- 
litical body can be free from political domination. The 
men who are in politics may be absolutely honest in 
intention, but they do not have a free hand. They have 
incurred obligations which they are forced to fulfill. 
When the payment of political debts involves only 
monetary considerations this is accepted as a necessary 
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part of our political system, but when human life and 
suffering may be involved there can be no justification 
for not removing the institution entirely from the pos- 
sibility of any influence which may affect proper care. 

With regard to the appointment of a trained admin- 
istrator, the County Commissioners found themselves 
blocked by the fact that the tenure of office which could 
be guaranteed was for one year only, and no adminis- 
trator capable of managing an institution of this size 
would accept the appointment on such terms. Apart 
from the fact that he might not be reappointed is the 
further obvious fact that the program involved will be 
only well started in the year. 

That the existence of such a situation is due to pres- 
ent laws is not sufficient excuse. Surely any far- 
sighted Board of Commissioners should have foreseen 
such an impasse in time to have secured the necessary 
legislation. 

With regard to the medical director, no person can 
criticize the present appointee as a man or as a surgeon. 
He is one of the outstanding surgeons of the city and 
would be an excellent chief of the surgical service. But 
he carries on an extensive private practice, and it is 
inconceivable that even a man of his capabilities can 
properly control so large a medica! organization in the 
time which he can devote to this activity. 

The divided authority has been tried elsewhere and 
has invariably led to disaster. To have the medical, the 
nursing and the business administration functioning 
separately can only result in lack of coordination and 
inefficiency. Experience has shown that proper coordi- 
nation can be secured only through an efficient and 
active administrator in whom all authority is centered. 


We have discussed the Cook County situation rather 
fully because of its national implications. As a citizen 
of Chicago, we naturally regret that it has been found 
necessary to penalize our great institution, but it gives 
us a great deal of satisfaction to find that the national 
organizations to whom is entrusted the formulation and 
enforcement of standards of medical education and pro- 
fessional care of the sick have the moral strength to 
make their standards effective. There are other hospi- 
tals in the United States in which the influence of poli- 
tics is producing educational inefficiency and is inter- 
fering with service to the sick. Undoubtedly efforts 
have been made by both the A.M.A. and the A.C.S., 
as well as other national organizations, to remedy the 
situation, and, to be logical, these institutions must also 
be penalized if they do not clean house. 


CAN THE VERY SMALL 
HOSPITAL BE JUSTIFIED? 


» » Several inquiries which we have recently received 
from people who are planning hospitals of less than 
twenty-five beds have caused us to attempt to visualize 
such institutions with the purpose of deciding whether 
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they are justified, and if so, whether they should rate 
as hospitals. It is not the bed capacity which makes a 
hospital but rather the efficiency of the service it can 
render. 

If it is to claim that it is a hospital, there are certain 
prerequisites which cannot be ignored and among the 
first of these is laboratory and X-ray service. Modern 
diagnosis and treatment of any but minor disease condi- 
tions demand facilities and personnel in these specialty 
departments which are not economically possible in the 
very small hospital. If communication with a large 
center is good, this difficulty can be partially overcome 
but the minimum that a hospital must have locally is a 
properly qualified technician for these departments. 

Of even greater importance is the personnel. Nurses 
would, of course, be all graduate and, regardless of the 
number of beds, we think we are being conservative 
when we state four as a minimum if the institution is 
to function as a hospital. As a rule, nurses of experi- 
ence will not go to the small community, but we believe 
the nursing profession will furnish the supply if such 
institutions are established only where there is an acute 
need. 

The greatest problem is the medical staff. The com- 
munity which needs a hospital of less than twenty-five 
beds usually has only one or two physicians, but a sur- 
gical team for major surgery requires three physicians, 
an anesthetist, a surgeon and an assistant. From the 
point of view of competence, the physician in so small 
a community is not justified in attempting major sur- 
gery. He may have the best of training and may keep 
up-to-date in his theory, but he cannot have the con- 
tinued and consistent practice which gives the neces- 
sary dexterity and judgment. 

It is quite true that these principles are often ignored 
in the larger community but this does not negative the 
fact that they are right and should be observed. 

Undoubtedly there are many isolated communities 
having a scanty population in which some provision 
should be made for the care of certain types of illness, 
and it will require a great deal of professional honesty 
and strength of character to limit service to that type 
of patient whose best interest is served by the small 
local institution rather than by sending him to the large 
center. This will include many medical cases, ordinary 
obstetrics, and surgery which is not complicated or ex- 
tremely hazardous. 

Our conclusion, based on experience and taking the 
above and other factors into consideration, is that occa- 
sionally a very small hospital is needed but the best in- 
terests of the patient must be carefully considered in the 
decision to establish it and in its operation afterward. 
It is more than a first aid station, but it is not a hos- 
pital in the modern acceptance of the term. If it strictly 
limits its work to its capabilities, it will be a boon to the 
isolated community, but if it is allowed to become over- 
ambitious and unscrupulous it will constitute a definite 
menace. 
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Indiana Medical Center... 
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Medicine. It provides for full time participation by 
four practicing physicians of the state in the services 
of the William H. Coleman Hospital for Women, sup- 
plemented by lectures and demonstrations by members 
of the hospital teaching staff. This course is carried 
on throughout the regular school year, so that seventy- 
two different physicians will have an opportunity to 
take this work each year. Graduate training for in- 
terns and residents has been developed to include regu- 
larly scheduled lectures in applied physiology, general 
and surgical pathology, anatomy dissection for resi- 
dents, laboratory and demonstrations in general and 
surgical pathology, a course in medical journals, litera- 
ture and writing, and active participation in the clinico- 
pathological conferences by the presentation of cases. 

The present facilities of the Medical Center provide 
for five hundred and four beds as well as adequate 
quarters for an extensive out-patient service. Though 
these beds are located in separate buildings, the Medical 
Center operates as one large hospital from the admin- 
istrative and educational point of view. The individual 
buildings are located in close proximity to one another 
on a campus which has been extensively beautified in 
the last few years. An underground tunnel system 
provides communication between the various units. 
Flower gardens and spacious lawns between buildings 
provide a pleasant atmosphere for the convalescent pa- 
tients and the personnel. The capital investment now 
approximates five million dollars. The fact that about 
eighty-five cents of each capital investment dollar has 
been donated reflects great credit on Hoosiers for their 
magnanimity in providing this Medical Center. 

In full realization of the responsibility placed upon 
her by this public spirited trust, Indiana University is 
returning, through its Medical Center, a service in the 
education of young men and women in the fields of 
medicine, dentistry, nursing, and dietetics. Her grad- 
uates render a service to humanity which cannot be 
measured by monetary values. 

Concurrent with this educational program is the 
direct service to the state in caring for thousands of 
her indigent sick and crippled each year. 


A.C.S. Hospital Conference ... 
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failure of private initiative, rather than the cause of any 
discouragement to benefactors.” 

The speaker, who has conducted many surveys in 
which he has secured information from all possible 
sources including opinions from accountants, voluntary 
contributors and philanthropists, arrives at the conclu- 
sion that “a widespread laxity prevails in the handling 
of hospital trust funds, thereby discouraging the benevo- 
lently inclined from entrusting large gifts to institutions 
which do not render an adequate accounting of funds 
entrusted to them. . . . We have encountered hospitals 
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where endowment funds have been practically wiped out 
because of careless handling or substitution of unmar- 
ketable for sound securities. . . . It must be clear that 
such practices are not likely to promote public confi- 
dence in hospital trustees nor to encourage voluntary 
contributions.” 

Instances of the misuse of trust funds which have 
been encountered were quoted, some of which are: occa- 
sionally a member of the board is found to be on the 
payroll of the hospital; trustees have been known to 
accept contracts from the hospital, oftén without com- 
petition ; occasionally an attorney member of the board 
takes a sizable fee for services which, as a trustee, he 
is expected to render without charge; more often a 
trustee acts as insurance agent for the hospital. 

“The foregoing recital of irregularities, some of which 
are rare, have been encountered in a sufficient number 
of hospitals to indicate a rather widespread laxity on the 
part of trustees, and is of sufficient gravity to warrant 
efforts . . . to correct such abuses... . A true picture 
of the existing situation demands the statement that 
many of our large hospitals with large endowments are 
favored by the services of unselfish trustees whose de- 
votion and diligence have increased income and ex- 
tended community support.” 

The speaker then gave a detailed analysis of the 
measures taken in the various states to protect eleemosy- 
nary funds. He found these legal provisions so inade- 
quate in most instances as to prompt him to present a 
proposed statute designed to give proper protection. 


Many other papers and addresses were presented,’ 


almost all of which were of great value. In fact it is 
rare to find a program in which there was so little that 
was not of general interest. We have attempted to give 
only a few of the highlights, and we recommend that 
hospital executives watch for the publication in full of 
all papers read. 


A. R. L. N. A. Holds 10th Annual Convention 

Concurrently with the meeting of the American Col- 
lege of Surgeons, the Association of Record Librarians 
met at the Roosevelt Hotel. Starting in 1928 with a very 
small membership, this association has shown a remark- 
able growth and each year the attendance at the annual 
convention has been larger than that at the last. At the 
present time the membership numbers over 800. 

The members commenced to arrive on Monday and 
at the noon luncheon on that day more than fifty were 
present. The first day, following established custom, 
was left free for those who wished to see some of the 
great city or to visit hospitals. The program started 
in earnest on Tuesday morning and continued through 
Thursday afternoon. Wednesday was the annual joint 
conference with the American College of Surgeons. 

Some very important business was slated for transac- 
tion at the business meetings on Tuesday morning and 
Thursday afternoon, but, since the results of these busi- 
ness conferences as well as the papers and addresses 
presented will be published in full in the December issue 
of the Bulletin of the A. R. L. N. A., we refrain from 
entering into any detail. The quality of the addresses 
was of a very high standard and the writer, who has 
closely followed the growth of the association since its 
organization, congratulates the membership on the rapid, 
yet sane and sound advances which have been made. 
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It lowks something like a fire 
engine but it was catalogued 
and offered in the ’90’s for steri- 
lization, a combination steam 
boiler operating at 60 pounds 
pressure and a jacketed steri- 
lizer. The sterilizer door has 
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THE AMERICAN “PRECISION” SURGICAL STERILIZ 
, amo is its proper name. It sterilizes with precisio 


was constructed under precision methods to the standards w 


have made the name “American” synonomous with fine sterilizers. 

One handwheel controls the door which locks definitely when pres 
is developed in the chamber. The key to this positive lock is—" 
exhaust the pressure.” Then only can the lock be disengaged. There 
perfectly safe substitute for that kind of protection against “opel 
the door under pressure.” 

Performance is gauged, not by pressure but by temperature, indict 
by a permanently accurate mercury thermometer, under a sys 
developed by American engineers which has revolutionized the ed 


technique of surgical supply sterilization. 


* Write for catalog and reprint of technical article on Surgical Sterilization 
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PRESENT TRENDS IN NURSING AS AFFECTING NURSING 
EDUCATION AND NURSING SERVICE IN HOSPITALS 


» » »® MAY I REMARK at the outset that trends 
in nursing as affecting nursing education 
and nursing service in hospitals are never 

static. It would be difficult today to prophesy what 
will happen tomorrow. We are daily reminded that 
we are living in a world where social conditions are 
most unstable and where policies may be changed with- 
out warning. 

The ideals and the standards of nursing are always 
in danger where the economic and political situation 
is subject to sudden change. The very usefulness of 
nursing makes its pathway more perilous. Whether 
or not we, in this country, look upon ourselves as suf- 
ficiently secure to follow a truly isolationist policy in 
relation to political matters, we cannot maintain such 
a policy in relation to economic and social advance- 
ment, and nursing is fundamentally a social institution. 

Proficiency in the care of the sick has developed by 
devious paths from the earliest type of nursing given 
by the women in the household to the modern idea of 
nursing as a profession, autonomous in certain aspects, 
and a complement to medicine in others. Its history is 
filled with interest and with subtle change, partly evo- 
lutionary in nature, but universally influenced by the 
economic and political conditions which determined the 
thinking of the times. In bringing about improvement 
in the care or the sick, the practice of nursing advanced 
in the professional requirements and accordingly in its 
status. The value of expert care to the sick given by 
trained and experienced pupils was emphasized by 
Hippocrates in his advice to physicians : 

“Let one of your pupils,” he said, “be left in charge, 
to carry out instructions without unpleasantness, and 
to administer the treatment. Choose out those who have 
been already admitted into the mysteries of the art, 
so as to add anything necessary, and to give treat- 
ment with safety. He is there also to prevent these 
things escaping notice that happen in the intervals be- 
tween visits. Never put a layman in charge of any- 


thing, otherwise if a mischance occur the blame will 
fall on you.”* 





Presented at the Hospital Standardization Conference of the 
American College of Surgeons, New York, Oct. 17-21, 1938. 
*Seymer, Lucy R., A General History of Nursing, New York. 
The Macmillan Company, 1933. 
Departmental frontispiece: The nurses’ dietetic laboratory, 
Parkland Hospital, Dallas, Texas. 
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It is true that there were no nurses then as we know 
them today. Hippocrates’ directions were given for 
the use of students of medicine, but in his instructions 
it is easily perceived that he placed the care of the sick 
on a very high plane, advising against the use of in- 
experienced laymen, and placing the responsibility 
directly on the physician in charge. 

Since the establishment in 1873 of the first three 
schools of nursing, their usefulness to hospitals has 
been manifested by the rapidity with which they have 
increased. In 1900 there were 432 schools of nursing 
in the United States, and in 1926 this number had in- 
creased to over 2,100 schools. About this time and 
later, conditions of unemployment became acute, and 
the status of many schools was questionable. 

The work of the Committee on the Grading of 
Schools of Nursing is so familiar to the American 
Hospital Association and to the American College of 
Surgeons, that it is referred to only for its historical 
significance. Many changes in the operation of schools 
of nursing were instituted as a result of the study, and 
the trends in nursing education and rfursing service 
have been influenced and modified to accord with the 
findings of that Committee. 


Graduate Nurses Largely Replace Students 


The report had a profound influence on the public 
and on medical and hospital authorities, representatives 
of which cooperated with the nursing profession in an 
attempt to study educational facilities and resources 
in their local institutions. As a result, many schools 
of nursing were closed and graduates were engaged 
to replace students in the bedside care of the sick. In 
some cases this change necessitated an additional cost 
to the hospital, while in others it was stated that the 
cost of employing a staff of graduate nurses was less 
than the maintenance of a good school. 

A sufficient amount of cost data upon which to evalu- 
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ate these statements has not yet been assembled. We 
are well aware that the actual monetary value of any 
service is not its only criterion. The quality of nursing 
care must also be taken into account, and the subtle 
aspects of satisfaction and economics are difficult to 
compare and estimate. 

The closing of schools and the trend toward the 
employment of graduate nurses for bedside care in 
hospitals marked a milestone in the history of nursing. 
The new concept was not readily accepted by the 
graduate nurses. For decades the nursing care of 
patients in the hospital had been delegated to students, 
and it required a long process of re-education to in- 
terest graduates in a phase of work they looked upon 
as finished when their diplomas had been awarded. 

Nurses who, since graduation, presumably had been 
masters of their own fate, and who had enjoyed a 
personal, independent relationship to their patients, 
found the necessary routine of hospital life both irk- 
some and arduous. They grew more and more dis- 
contented and sought to relieve the tension by a pro- 
gram of continuous migration from one hospital to 
another, traveling from California to Florida, and from 
New York to Washington, in the hope of finding free- 
dom and more satisfactory conditions. 

The problem imposed by replacement in staff per- 
sonnel ‘became almost intolerable, particularly in some 
of the larger teaching institutions, where constant 
change was a very disruptive factor in the program of 
education and of service. During the past half dozen 
years the turnover in many of our leading hospitals 
has been tremendous, exceeding in some institutions 
one hundred per cent. It is obvious that neither a good 
nursing service nor a good program of nursing educa- 
tion can be maintained under such conditions. 

The findings obtained through studies of official reg- 
istries for nurses throughout the country, and statistics 
kept by some of the leading institutions where large 
numbers of nurses are always engaged, indicated diffi- 
culties of a major character. Some of these can be 
traced back to inability over a period of years to main- 
tain standards for the admission of students to schools 
of nursing. As a result a body of poorly equipped 
graduate nurses inadequately prepared to carry re- 
sponsibilities incurred in the care of the sick were im- 
posed upon the profession, the hospital and the public. 
It is interesting, but somewhat discouraging, to be told 
that the principals of schools are entirely responsible for 
these poorly equipped schools. 

The studies to which reference has been made re- 
vealed the fact that the turnover in nursing service was 
partly due to inadequacies in the nurses themselves, 
to their irresponsibility, and independence, and to rest- 
lessness. It was also partly due to marriage and to other 
normal causes. The graduate nurses in attempting to 
give their own point of view stated that the hours were 
too long, the tenure of office insecure, and living ac- 
commodations unsatisfactory, the pressure of work 
too great, the salaries too low, and the satisfaction 
found in service well done under existing circumstances 
was greatly lacking. 

In reviewing the steps since the beginning of the 
period of unemployment, it would seem obvious that 
hospital and nursing executives lacked vision, and 
sought to ease the prevalent situation by lowering sal- 
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aries beyond the point which well prepared women 
could accept. Consequently, when other positions, in 
nursing or out of it, could be found, they refused to 
go into the hospitals as general staff nurses, and in 
consequence many very good nurses have been lost to 
the profession entirely. It is interesting to note, how- 
ever, that the low salary scale was not considered by 
the nurses as their most serious handicap. Pressure of 
work, inadequate housing, and the lack of reasonabk 
satisfaction in the position were reasons more often 
given for resignation. 

At the present time, unemployment among nurses 
does not exist as noticeably as a few years ago. In- 
stead, a shortage has been reported in certain areas. 
On the other hand, many nurses of good ability cannot 
obtain desirable appointments. I am of the opinion 
that we must always look forward to variations in 
service requirements in any profession. The experi- 
ence of the last few years has been fruitful and we 
have learned many important lessons, among others that 
if we desire to establish a new type of position within 
the hospital, we must make it as honorable as any 
other. In fact every individual in a position has the 
right to expect the opportunity to do a good piece of 
work and to receive remuneration commensurate with 
its responsibility. When we have so rewarded the 
position of the general staff nurse, and have given her 
the recognition that should go with so important a 
responsibility as the bedside care of the sick, we will 
be able to secure nurses of a good type and keep them 
on the hospital nursing service. 


Increased Nursing Service Now Required 

It is, of course, impossible to offer assurance that 
nurses will always be available when required, without 
materially increasing the number who are trained, and 
even so the opportunities for graduate nurses are ever- 
expanding, and the most interesting fields will always 
encourage recruits. 

A few years ago physicians gave many treatments 
which are now given by nurses, and have turned atten- 
tion to other types of procedure which again demand 
additional and prolonged nursing assistance. The 
treatments prescribed pre-operatively and post-opera- 
tively have increased in number and in technical im- 
portance. In consequence nurses are required to give 
more time than formerly to the care of each surgical 
patient. The statement is equally true in the care of 
medical patients and children. 

The patient turnover in the average general hospital 
is more rapid than in former years, and in direct rela- 
tion to the new admissions and the discharges the work 
of nurses is increased. It is obvious to physicians as 
well as to nurses that if the majority of patients are 
acutely ill, the nursing responsibilities are proportion- 
ately greater. In passing, permit me to refer to one 
type of treatment which has universally increased. It 
is the administration of saline in various forms. In 
former years even a few such treatments in a week 
were looked upon as unusual, but today these treat- 
ments number dozens in a day. Not only does this 
procedure require the close attention of a nurse for a 
period of hours, but the preparation of various solu- 
tions and apparatus consumes a great deal of time. [ 
recall when most of the solutions could be filtered and 
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prepared for sterilization by the night nurse, while 
now it is not uncommon to require a staff of nurses 
and helpers constantly at work in a room or department 
specifically set aside for this purpose. 

In most of our teaching institutions the resident and 
visiting staff is larger than in former years, and the 
procedures used in diagnoses require the help of a 
greater number of skillfu! and intelligent nurses. 

For the purpose of more intelligently dealing with 
questions relative to nursing education and to nursing 
service in hospitals and elsewhere, studies of various 
types were initiated by the National League of Nursing 
Education. These were entered into without prejudice 
and in the interest of honest research. 

The nursing organizations and the American Hos- 
pital Association carried on a cooperative study of 
nursing service, and presented a report setting forth 
the principles upon which the conduct of a good nursing 
service depended. 

Perhaps the most important place of investigative 
work which has ever been undertaken by the American 
Nursing Association, the League of Nursing Education 
and the American Hospital Association is that on costs 
relating to nursing service. Through this study of 
institutions of varying types and size it is hoped that 
a uniform method of determining costs will be de- 
veloped, thus enabling institutions to make compari- 
sons as to relative resources, expenditures and total 
costs of nursing education and nursing service. The 
research projects to which I have referred are only a 
few of those which have been carried on during the 
past ten years. 

In spite of the many handicaps under which nursing 
has struggled in meeting its obligations for the care 
of the sick, it is interesting to note that the number of 
nurses engaged in hospitals for bedside nursing has 
increased tremendously. In 1927, 73 per cent of the 
hospitals with schools did not employ a single graduate 
nurse for floor duty. In 1937 in 1,200 hospitals, 27,000 
graduate nurses were employed as general staff nurses. 
Contrary to the opinion of many, the student enroll- 
ment has materially increased, and the quality of ap- 
plicants has appreciably improved. 


Curriculum Guide Shows the Trend 


The trend in nursing education is ably set forth in 
the Curriculum Guide, which is one of the most use- 
ful books ever published by the profession. The book 
by some may be considered philosophic and idealistic 
in character, but its policy is clearly enunciated in its 
title “A Curriculum Guide.” It was never intended 
to be used as a catechism nor as a text to be slavishly 
followed. Its purpose is to present standards towards 
which our schools may grow. ~The course of study 
is planned to stimulate in women of more advanced 
education, an interest in nursing. It is the opinion of 
many who have had long experience that the most in- 
telligent kind of nursing care can be given best by 
young women whose education and experience in life 
extend beyond the limitations of high school. It is 
also the opinion that the nursing care of patients should 
not be left in the hands of the immature. Not only 
have we the admonition of Hippocrates in this respect, 
but we have the experience of sixty-five years of nurs- 
ing in America, and the opinions of men and women 
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whose intelligence, judgment and vision might well go 
unchallenged in this or any other country. The trend 
in nursing is clearly pointing to a more careful selec- 
tion of students who, by reason of advanced educz- 
tional opportunities will bring a better informed judg- 
ment to their work. 

Another trend which is slowly taking root is the for- 
mation of schools of nursing within colleges and un’- 
versities. An important step has been taken by a 
number of hospital schools in seeking the use of edu- 
cational facilities in their nearby institutions. Closer 
affiliation will eventually be secured, and in the mear- 
time authorities in the field of general education are 
becoming conscious of nursing and its need for further 
advantages. It seems rational to infer that instruction 
in the physical, social and biological sciences can best 
be given in institutions of higher learning where facil- 
ities and resources are available for this phase of a 
nurse’s education. 

The shortening of hours of service for graduate 
nurses and for students may be looked upon as well 
on its way to accomplishment, although one would need 
no more convincing evidence of the way in which 
students have been used for the hospital nursing service 
than to note that in considering plans students have 
been the last group to benefit. 


Meeting the Cost 


When the eight hour day is finally established for 
both graduate and student nurses, a larger personne! 
will be required for the care of patients. In a number 
of schools it is becoming a custom to interest as many 
as possible of the first-year graduates to remain in their 
own schools for a period of added experience under 
supervision. In the school with which I am connected, 
twenty-four members of the graduating class are ap- 
pointed for the year 1938-1939 as assistant head nurses 
or as members of the general duty staff. Since all of 
these women are college graduates, it is reasonable to 
suppose that they must see an advantage in following 
this course. It would be worthwhile in the interest 
of experience for the nurse herself, and for the stabil- 
ization of the nursing service, to build up a tradition 
for this procedure. 

The consummation of the trends to which we have 
alluded are dependent upon financial resources. Indeed 
the handicapping questions involved are rarely born of 
convictions of an opposing nature, but rather they are 
bound up in lack of money. 

Without separate endowment, hospitals, as commu- 
nity institutions, may not feel that they can carry re- 
sponsibility for nursing education except under an ap- 
prenticeship system, but if nursing education is a means 
to an end for both the student and the institution, 
these reciprocal costs should be clearly differentiated. 
Whether or not actual money passes from one party 
to the other, a system of accounting should clearly 
demonstrate the monetary relationship upon which each 
has mutually agreed. 

In estimating the cost of nursing service, the func- 
tions of the nurse should be clearly defined. In teach- 
ing hospitals, the cost of nursing service should be 
evaluated on a different basis from that in the non- 
teaching hospital, where practically the entire time of 

(Continued on page 57) 
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IMPORTANT NEW REPORT 


ON THE BACTERICIDAL PROPERTIES OF 
MENNEN ANTISEPTIC OIL and other oils 


This report is of utmost importance to everyone associated with the care 


of babies. It is based on the findings of the Moore Clinical Laboratory of 


Chicago, Illinois—all tests under the supervision of Josiah J. Moore, M.D. 





a 





TECHNIQUE: 


The technique employed was estab- 
lished by the laboratory of the Chicago 
Board of Health. 5 cc. of each of the 
oils to be tested was placed in a sterile 
seeding tube; 0.5 cc. of a 24 hour cul- 
ture of Staphylococcus aureus was 
added; the mixtures were well shaken, 
and 0.1 cc. of the emulsions were trans- 
ferred to sterile Petri plates at intervals 
of 5 minutes for one hour. Melted agar 
at 42-45° C. was immediately added at 
the time of the transfer; the plates were 
rotated, allowed to solidify, and incu- 
bated for 48 hours at a temperature of 
37°C. 

TEST ORGANISM: Staphylococcus 
aureus. This strain was obtained from 
the American Type Culture Collection. 
It was tested against phenol, and found 
to resist a 1:80 dilution for 5 minutes, 
and a 1:90 dilution for 10 minutes. 

The plates were examined and re- 
sults tabulated as shown at right: 








C 0 N * LU S | 0 N S ; Mennen Antiseptic Oil when 


contaminated with Staphylococcus aureus was shown to be 
again sterile at the end of thirty minutes. This definitely proves 
the bactericidal value (killing power) of Mennen Antiseptic 
Oil on the test. organisms used—Staphylococcus aureus (the 
predominating germ of impetigo contagiosa). Mennen Anti- 


' septic Oil is self-sterilizing and it need not be autoclaved. 


The other commercial baby oils tested, including those 
labeled “Antiseptic,” showed luxuriant growth at the end of 
sixty minutes—it would therefore seem that these oils have no 
bactericidal or inhibiting value; or, at least, do not have the 
power to kill the test organism within a sixty minute period. 
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MOORE LABORATORY FINDINGS 


Minutes of exposure after innoculation with 
Staphylococcus aureus. 


5 1015 20 25 30 35 40 45 50 55 60 


No.1 MennenA.O... X X X X X OOO0O0O0000 
No.2 BabyOil“A”..X X XX X¥XXxXXXXX 


No. 3 Baby Oil “B” 
(labeled “‘Antiseptic’”). X X KX X X X X X X X X X 


No. 4 Baby Oil “C” 
(labeled “Antiseptic”). X X X X X X X X X X X X 


No. 5 Baby Oil “D” 
(labeled Antiseptic”) . 


**No. 6 Olive Oil .... 
**No. 7 Mineral Oil... 
**No. 8 Cottonseed Oil .. 
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X-—Colonies too numerous for accurate count. 
O-—Sterile plates. 


**These oils were autoclaved and found to be sterile before they were 


innoculated with the test organism Staphylococcus aureus. 





The olive, mineral and cottonseed oils, even though they 
were autoclaved and found to be sterile—when contaminated 
with the test organism each showed a luxuriant growth at the 
end of the sixty minute period. None of these oils had any 
bactericidal or inhibiting power. 


MENNEN COMPANY +» NEWARK,N. J. 





MENNEN ANTISEPTIC OIL WAS THE 
ONLY OIL TESTED THAT SHOWED A 
DEFINITE BACTERICIDAL QUALITY. 
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Picture of Health ... 


(Continued from page 17) 





semi-finalists. Each one’s choice was signified by his 
signature on the face of the questionnaire. The judges 
decided on the basis of what physical signs of health 
were shown by the photograph together with the in- 
formation filled in by the parents. Rickets, for ex- 
ample, was in many cases detected by bone formation. 
Children with cross eyes, protruding ears, bow-legs, 
flabby musculature or other visible defects were spared 
the disappointment of “flunking an examination.” At 
the same time, the doctors were relieved of the task 
of going through the motions of a physical once-over 
on a baby that could ‘be definitely eliminated. 


The doctors’ selections, photograph and question- 
naire attached, were turned over to Mr. Susan for the 
artist’s view of which babies look most like a “picture 
of health.” His signature appeared on only seven 
blanks out of the twenty-four. 

It had been decided that an invitation for a physical 
examination would be given only to those contestants 
with two out of three signatures. When the results 
were tabulated, there remained just ten babies between 
the ages of twenty-two months and three years, six 
months, who qualified. To the finalists went the note: 
Dear Janice: - 

We're happy to announce that you are one of the ten Babies 
Club members chosen to enter the finals for the “Picture of 
Health” contest. ; 

It wouldn’t be fair to say you were our healthiest baby unless 
we could see you. So we want you to come in for an exami- 
nation by our doctors. At the same time, we'll have a little 
party for all ten babies who have reached the finals and the 
prize will be awarded to the worthy one. 

Please tell mother to bring you to the tenth floor solarium 
of Mount Sinai Hospital on Wednesday, September 14, 
promptly at one o'clock. If this is impossible, please have her 
get in touch with the Babies’ Club at once. 

Yours for good health, 
Not one refusal was received. To all unsuccessful 


entries went: 
Dear Baby: 

The judges of our Babies’ Club Contest have had a very 
difficult time, because they realize that every mother and 
daddy consider their baby the finest born in Mount Sinai Hos- 
pital—or anywhere else. 

“We'd like to give a prize to everyone,” said the judges 
when the pictures were displayed. 

And those of us at Mount Sinai who were helping in the 
mechanics of the contest agreed that those gentlemen were 
definitely “on the spot.” 

Putting away all traces of sentiment, they considered your 
every physical feature, as well as the quality of the photo- 
graph in clearness and originality. Then after a great deal of 
discussion and comparison eliminations were made. 

We'll always be proud to think of you as an enthusiastic 
participant in a Babies’ Club activity, though you won’t be 
with us in the finals of the contest. For your co-operation, 
the Babies’ Club and the authorities of Mount Sinai Hospital 
are most grateful to you. 

Yours for better health, 

Meanwhile, descriptive releases had been mailed to 
local papers and pertinent magazines in order to ob- 
tain satisfactory publicity of an event with so great 
a quality of human interest. 

Two weeks after the close of the Contest, September 
14, at 1 p. m., the big event took place. The spacious 


roof solarium, a very beautiful, fern-decked room with 
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large French doors through which a view of the city 
sky line can be seen, was turned into more or less of 
a nursery—or perhaps it was more like a kindergarten. 
Tiny chairs for the guests of honor were placed in a 
semi-circle not too far from the large wicker furnish- 
ings which the parents would occupy. A flower-bright- 
ened table was set up against a background of plants 
for the sandwiches, cookies and milk which were to 
come after the excitement of judging. 

At the far end of the room was a huge picture frame 
(borrowed from a local antique dealer). It was the 
“throne” of the winner—and at the same time it lent 
itself admirably to photography, elevated as it was 
about three feet off the floor on a table top, and draped 
in dark fabric in back and on the sides, making a box- 
like effect which comfortably accommodated a young- 
ster on a little chair. 


As the kiddies arrived, they were conducted to an 
examination table and undressed for inspection by the 
two judges. One doctor noted the head, ears, and 
throat; the other examined the body. Several nurses 
assisted, and the mothers stood by to see what was 
going on. Remarks were written on the same ques- 
tionnaire which had accompanied the picture since the 
semi-final selections. Then those children pronounced 
nearly perfect physically came under the consideration 
of Artist Susan. 


Again, two out of three favorable opinions were to 
decide the winner. But at this juncture the heretofore 
smooth progress of the contest received a jolt. The. 
artist, and each of the two doctors, became impressed 
by a particular favorite, and loyally clung to his choice. 


After lengthy consultation, it was decided that the 
prize would be stretched and then divided three ways, 
with one child receiving five dollars and the other two, 
three dollars. It was apparently a satisfactory pro- 
cedure, for no complaints were heard and all the adult 
guests were enthusiastically smiling. A preliminary 
talk on the difficulties of making a choice may have 
put them in the proper frame of mind. But it is more 
probable that the silver spoon each child received, 
whether a winner or not, turned the tide in the right 
direction. 

It was a gala afternoon, that “Picture Party” day, 
with tiny tots carrying their chairs back and forth for 
the pleasure of it, others audibly complaining about a 
tongue depressor, mothers chatting, an occasional father 
wondering what to do next, and photographers’ flash 
bulbs popping away as wee ladies and curious little 
gentlemen ‘obligingly posed. Occasionally, a wave of 
wailing would sweep the party and hope for ever know- 
ing peace and silence again would be lost. At those 
moments there was a feeling of gratitude on the part 
of those who had planned the event that the number 
of honor guests was only ten. 

At the special broadcast over the “Mount Sinai 
Babies Club of the Air,” a weekly program on Station 
WDAS, during which a health talk on child-rearing 
is customarily given and nursery rhyme recordings are 
played, the prize winners’ checks were presented. The ~ 
youngsters could hardly make a “Thank You” speech, 
but the gurgling that ran as a background throughout 
the fifteen minute broadcast, was clearly audible to all 
the listeners. ‘ 
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DIETARY AND FOOD SERVICE 


MARY EDNA GOLDER 
Dietitian, St. Anne’s Hospital, Chicago, Ill. 
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HOSPITAL MENUS THEN AND NOW 


» » 9» CHECKING over twelve years of menus 
in the same hospital, it occurs to me that 
the average dietitian is so busy keeping up 

with the “trend of the times” that she hardly realizes 
how, almost subconsciously, these newer ideas have 
affected her meal planning. It was interesting to me 
to pause and study the gradual but definite changes 
that have come as an outgrowth of “the newer knowl- 
edge” of food facts and “advanced methods” of food 
preparation over this comparatively short period of 
time. 

There are at least three factors which have influenced 
this change in menus: (1) improved canning and pack- 
ing methods, (2) the advent of quick frozen vegetables 
and fruits and (3) the recent stress laid on the impor- 
tance of vitamins in the diet. 

While there are other factors, such as improvement 
iti equipment, which have affected the quality of foods 
served, I am considering, at this time, only those things 
which have had a bearing on the actual difference in 
items appearing on the menu “then and now.” 

There are a number of new or improved canned 
foods which have come into general use to change the 
menu set up. Hospital menus three to five years ago 
were prone to carry a large number of peach and pear 
salads. This was because of the demand for peach and 
pear juices on non-citrus liquid diets and the impossi- 
bility of purchasing these juices separate from the 
fruits. The canned fruit juices or so-called nectars 
(which contain a small amount of strained pulp) have 
been a true boon to the dietitian, and her menus show 
improvement in greater variety of fruit salads. 

Canned soups, canned hams and other canned foods 
are being steadily improved to a definite advantage 
from the standpoint of standardization of quality and 
serving portions. Consider cream of mushroom soup. 
Twelve years ago fresh mushrooms were only very oc- 
casionally available in many sections and the price of 

canned mushrooms was considered practically prohibi- 
tive. Now, we have our cream of mushroom soup in 
cans and it is always excellent, always the same, always 
available and the price is within the range of almost ail, 
if not all, hospital budgets. In my opinion, no one item 


Departmental frontispiece: Nurses’ Cafeteria at Memorial 
Hospital, Houston, Texas. 
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Dietitian, Memorial Hospital, Houston, Texas 





has been more help in adding variety and standardiza- 
tion to hospital menus than the present-day canned 
soups. 

We no longer have to depend on the local markets 


or to be governed by the seasons in order to use arti-. 


choke hearts or corn on the cob. These items may be 
secured in cans or from the nearest distributor of quick 
frozen foods. 

Not only seasons and markets but the time required 
for shelling controlled the frequency with which fresh 
peas and lima beans appeared on the “bill of fare” in 
days gone by. This, too, has been overcome by the 
frozen vegetables which are fresh and ready for the pot. 

Such a combination as: 

Tomato Juice 

Broiled Liver Brown Rice 
Cole Slaw 

Sliced Bananas 
would have been considered an oddity some years ago, 
but not in this day of “vitamin consciousness.” Each 
day must have its quota of fresh fruits and vegetables, 
whole grain cereals, milk products and red meats. 
White bread has been largely replaced by whole wheat 
bread. Salads are a necessary part of the noon and 
evening méals. Fruit desserts have become more pop- 
ular than rich pastries. 

While the fundamentals of good nutrition and whole- 
some food have not changed a great deal, the secondary 
considerations of availability, preparation time, oven 
space have given way toa consideration of more variety, 
more attractive meals and a large measure of the pre- 
ventive foods. 

We “then” struggled with mint jelly in our own 
kitchens, lost patience with the new cook who spoiled 
the butterscotch pudding, cancelled the new potatoes 
because the peeler was out of order, while tomato juice 
was practically unknown. But “now” better mint jelly, 
ready prepared buterscotch pudding, uniform little new 
potatoes, and the ever necessary tomato juice are all 
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on the pantry shelf, ready for the simple twist of the 
wrist that gives you the uniformly perfect service to- 
day, tommorrow and for days to come. 


Book Shelf Additions 

Tue Boox or Sours is a fine compilation of 150 
tested recipes from exacting sources. The author, 
Helen Ewing, is the food consultant for The American 
Restaurant Magazine. The recipes have both large 
and small quantity measures. The welcomed sugges- 
tions are such as to relieve the monotony of menu- 
planning for all seasons of the year. Patterson Pub- 
lishing Co., Chicago, offers this 52-page book for $1.00. 


Recive Fite. Again we call to your attention the 
Large Quantity Recipe File published by The Collegiate 
Press of Ames, Iowa. In this day of stress upon stand- 
ardized food production in quantity you will find this 
metallic file for 4”x6” cards to be a welcome addition 
to your desk. The ingredients are given in both weight 
or amount and measure and are listed in the order in 
which they are to be combined. The method is given 
in numbered steps to facilitate preparation. 

ViraAMIN A BC. For those attempting to keep up 
with the ever-changing vitamin situation, may we please 
suggest Jennie Gregory’s A B C of the Vitamins? Sim- 
ple in presentation and with clear charts and diagrams 
we believe that Williams and Wilkins Co., Baltimore, 
present for $3.00 a mint of knowledge. 


Appetites Lagging? 





1. Jellied Cranberry and Orange Salad with 
Chopped Candied Citron. Fruit Juice Salad 
Dressing. 

Pumpkin Tarts and Whipped Cream which 
has chopped candied orange peel folded in. 


bo 


Raspberry or Apple Sherbet. 
Frozen Nut and Fruit Pudding. 


wm & W& 


| 
| | 
| | 
| | 
| l 
| | 
| | 
| | 
| | 
| | 
| | 
| | 
| | 
Tropical Mousse. | 
: 6. Orange Gelatine Salad with Red Grapes 
| moulded therein. Garnish with Cream Cheese, | 
| and Grape Balls. 
| | 
| | 
| | 
| | 
| | 
| | 
r | 
| | 
| | 
r | 
| | 
| | 


7. Red Painted Pear Salad filled with Cream 
Cheese. 


8. Rose Apple Gelatine Salad. 

9. Mincemeat Trilbys (Libby’s recipe). 

10. Grapefruit and Avocado Cocktail. 

11. Mincemeat and Cranberry Pie. 

12. German Applesauce Pie. 

13. Horn of Plenty Salad (Tce Cream Cone). 
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“Let us decide honestly what we want 
to do, and then do it with all honesty.” 
—ABRAHAM LINCOLN 

16th President of the 

United States 




















UR want is to share with you a 
saving. It costs us less at Sexton’s 
to sell you Coffee. Therefore, we 

are able to give you fine quality Coffee 
at lower prices. Sexton Coffees are uni- 
formly good because each pound is 
backed by over fifty years’ experience as 
coffee merchants. Please your patrons 
with the finer Coffee 
which you may get 
here at no increased 


cost. 


Write Today for the 
Sexton Special 
Merchandise Styled to Your Needs 





STs 


= = SEXTON éco. &Co. 
percent 


Coreen 
MERCHANTS 198 Oven aa z 








© J. S. & CO.. November, 1938 


39 




















FOR ALL INSTITUTIONS 










The 


Blodgett 


Roaster 
Baker 


2-in-1 
Oven 


is ideal 


Ask your 
jobber or 
write 





THE G. S. BLODGETT CO., Inc., Burlington, Vt. 








KITCHEN-HOT MEALS 


Serve 50 patients in 15 minutes! Automatic 
thermostat keeps food at unvarying proper 
serving temperature. Exclusive features avail- 
able only in Ideal—pioneers in equipment for 
hospital meal distribution. Write for new 
1938 literature. 


FOOO CONVEYOR SYSTEMS 
Seeemosl Hegpilale 


F Amin 


- THE SWARTZBAUGH MANUFACTURING COMPANY 


TOLEDO, OHIO, U. S. A. Established in 1884 
Distributed by The Colson Corp., Elyria, Ohio. Branches in principal cities 








September Food Prices Show Increase 


» » September food prices increased .81 per cent over 
the August, 1938 price level, according to R. M. Grin- 
stead & Company. The September index at 113.16 
was 12.57 per cent lower than the high level! of 129.44 
for September 1937, all groups of food prices showing 
a decrease from that month. 

The Index is based on current prices paid by a 
selected list of institutions to purveyors. It comprises 
prices actually paid for approximately one hundred 
articles of food, weight according to the proportion of 
these different foods purchased each month, thus com- 
pensating seasonal fluctuations in consumption. 

In September meat prices increased .21 per cent 
from August, but remained 12.74 per cent lower than 
a year ago. Poultry prices were 1.25 per cent lower 
than in August and 6.99 per cent lower than Septem- 
ber 1937. Seafood prices increased 1.56 per cent over 
the previous month but remained 13.09 per cent be- 
low the September 1937 level. Vegetable, fruit and 
salad prices all increased over the previous month but 
remained substantially !ower than in September 1937. 
Dairy prices were 3.02 per cent higher than in August 
but remained 9.95 per cent lower than a year ago. 
Grocery prices were up slightly from August and were 
down 5.57 per cent from September 1937 levels. 

Evaluating the weighted average of food prices paid 
in January 1934 at 100, the course of price changes 
has been as follows: 


ARTE AE AINE ov oi. 6 oes eo dled ee 100.00 
Septemper 193/. 22. ccc see vee 129.44 
Ope ree ek AR ie maae ee eee 127.77 
DKS WASTTAID OD. =o 2/20. 2G 3.5)5 x ew Sale ee care 126.57 
SPROEINDEE 240 0s .5a:. Pa kcabaneEreeee wees 125.58 
LENENTET ai LO: 1 US Aa RR ts a, 120.93 
BIB MIALA? agi. 2s ueneea cea bh oO cmwawos sire 116.78 
LAPS"? CESSES Na anne Sere cR cian pei AMAR In rime ps5 Sea 116.45 
ADM l lh SA chiwkoin ae ee ae eet er 115.01 
BAAN. sees Sas ae SRG woke ee ee 113.76 
MN eras oie oh rat, ce eee ue Alem ee aes Stet 112.68 
CLS Sere Ae ae aa ae ere yea ee Seen eS 113.01 
BUNMIBL. CG icicc Gas Uke chemin eee eee wae 112.25 
PSEDMCMIET. 4105 cma :cs Gres weiek eu ene ee eee 113.16 


The following table shows in percentages the aver- 
age change in September from the preceding month 
and from September 1937. The proportion of the main 
food groups purchased in September is shown in per- 
centages of expenditures. 





Are Your Department Heads 
receiving copies of HOSPITAL MANAGE- 
MENT? You should see to it that they are, 
for each issue contains much of value to 
them that will be reflected in the smoother, 
better functioning of their department 
when the ideas each issue brings are put 
into practice. Suggest to them that they 
subscribe today. $2.00 a year, or two 
years for $3.00. 

HOSPITAL MANAGEMENT 
100 E. Ohio St. © Chicago, Illinois 














Prices paid in September, 1938, compared to: 
September, 1938 
August September Percentages of 
1938 1937 Expenditures 
Meat ......... + .21% —12.74% 28.76% 
3 ae — 125 — 6.99 8.43 
Seafood ..... + 1.56 —13.09 6.60 
Vegetables + 86 —29.25 6.18 
Salads: = se. + 2.36 —36.67 2.39 
iGatS 0 + 346 —24.64 4.42 
Dairy Products + 3.02 — 9.95 23.40 
Groceries ... + 005 — 5.57 19.82 
Change on Total 
(Weighted) + .81% —12.57% 100.00% 
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A. D. A. Convention Notes 


» » There’s nothing like the autumnal coloring and 
lure of the fall air to prompt one to excuse herself 
from the daily dietary grind and be with the fellow- 
sufferers for a few days. 

The Milwaukee, Madison, and Rochester dietitians 
did themselves proud in putting on a convention long 
to be remembered. 

Things started with a bang at the Convalescent Chil- 
dren’s Home. Those of you who missed that tea and 
are seeking new ideas for functions “back home” 
missed a real treat. 

The refreshing assemblies should cause one to return 
home with the spirit of doing better in her own nook. 
Some of the things may not have been applicable to our 
own position, but at least one learns about the problems 
and attainments of others. 

Our exhibitors decked their spaces as never before. 
One thing is certain: the mail-man will be haunting us 
for sometime. 

Save your pennies for the next convention to be 
held in Los Angeles. The Association hopes to make 
that convention “the one of history.” 


Chatterbox Topics 

Dry Skim MILK, a Bureau of Home Economics’ 
Bulletin, was issued in September. It lists a number 
of valuable suggestions in recipe form and should be 
of special interest to those dealing with low cost food 
service. 

CONDENSED MILK REcIPEs are ready for distribution 
by Borden’s. Their Food Service Director, Helen E. 
Kimball, has easy-to-make, delicious suggestions ready 
to mail if you are interested. Don’t you think that coffee 
cream pie would make a hit? 

CRADLE JAMS, a comparatively new product, is prone 
to make the kiddie’s feeding problem easier. These 
strained, seedless jams are made especially for the 
babies. The six varieties are prune, fig, grape, black 
raspberry, currant and raspberry, and apricot. Glaser, 
Crandell Co., Chicago, are the producers. 

BREAD. For those wanting to deviate from the hum- 
drum bread and roll question on the menu, we suggest 
your name being added to the Wheat Flour Institute 
mailing list. 

If you are interested in any of these items, send your 
inquiries to the Dietary Editor of HosprraL MANAaGE- 
MENT. 


Milnut 

» » Milnut is an interesting new food product that has 
appeared on the market recently. It is a compound of 
aut oil and evaporated skimmed milk, and is so rich 
that it whips readily. Because the flavor is good, it may 
be easily incorporated into desserts and whips. It is 
packed in 1414-ounce cans and sells for about the same 
as canned milk. Made by Carolene Products. 
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SUNFILLED 


BRAND 


PURE CONCENTRATED 
ORANGE JUICE.... 


Ce 





~ V Nothing added— 
just the water 
taken out... 


V No preservatives 


V No adulterants 


Costs only 


Gallon of Juice 


@ Retains the flavor, vitamin content and 
food values of tree ripened fruit in high 


degree. 
@ Easy to prepare...just return the water. 


Samples On Request 


When you have once tasted SUNFILLED pure con- 
centrated orange juice, and discovered how faith- 
fully it reproduces the fresh fruit juice and how 
easy it is to prepare, you will use it exclusively. 
Send the coupon for a generous sample and full 
dietetic information. 





INTRODUCTORY OFFER 


We will ship a case prepaid with the privilege of 
returning unused portion if not entirely satisfactory 











CITRUS CONCENTRATES, INC. 


DUNEDIN, FLORIDA, U. S. A. 






New York Office: 545 Fifth Avenue 
Buffalo Office: 220 Delaware Avenue IP 
“MEDICAL 

Asan 









CITRUS CONCENTRATES, INC. 
Dunedin, Fla. 


Please send sample and full dietetic information. 


ROME 6600 < 25 cis Giese eee e ras ete Sua en Hee 
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Book Reviews 


Automatic Menu-Maker. By Ruth M. Hornsby. 
The Dahls, Stamford, Conn., 1938. $2. Pp. 88. 
Something new in the way of a rapid and econom- 

ical approach to menu-planning. Therein are found 
complete daily menus for a month, each suggestion 
having in brackets a number indicating on what page 
the recipe is found. The recipes, in turn, have in 
brackets a letter and number indicating for what meal 
and day of the month the recipe is suggested for. The 
menus are balanced and suitable for low-cost food 
budgets. 

This book would be of most importance to those 
venturing into the dietary field or those having other 
than dietary responsibilities. 

NuTRITION AND Diet THERAPY. By Fairfax T. Proud- 
fit. The MacMillan Co., New York City, N. Y., 
1938. Pp. 895. $3. 

Here is an old friend with a modern trend! This 
edition is welcomed by all because of the numerous 
improved diagrams and charts; concise outlines and 
summaries; and menus planned on the three-level- 
costs. 

In this day of strenuous class-room schedule, the 
student seeks a friend in the text which is easily read 
and which has amply visualized material so that the 
review will not be too burdensome. The instructor 
seeks such a text because of its completeness, up-to- 
dateness, and excellent approach to laboratory work. 





Appetites Lagging? 





| 
| : 
Apple Tricks | 
1) Apple Custard Tapioca with Meringue 
| 2) Apple Omelet | 
3) Hot Apple Dumplings with Grated Cheese 
| 4) Glazed Baked Apples and Broiled Ham | 
5) Mince Meat Apple Dumplings and Hard 
| Sauce | 
| 6) Baked Apples and Marshmallows | 
7) Baked Apple Stuffed with Mince Meat ; 
8) Meringue Apples 
9) Apple Sherbet | 
10) Apple Cups Filled with Mashed Sweet 
| Potato | 
11) Cider Apple sauce | 
| 12) Quince Applesauce 
13) Apple Croquettes | 
14) Applesauce Shortcake 
| 15) Sauted Apples, Bacon, and Current Jelly — | 
16) Oatmeal Apple | 
| Recipes sent upon request. | 





“Put your 
kitchen expenses 


on a FIXT diet” 


Watch costs go down... because 
every necessary ingredient is al- 
ready in FIXT all-fixed Ginger 
Muffin Mix. 


Today, x-ray your kitchen x-penses thoroughly. Check 
how many different bills you pay . . . how many differ- 
ent ingredients you order . . . to make one serving of 
ginger muffins. Then compare with the convenience of 
FIXT all-fixed GINGER MUFFIN MIX .. . all the 
ingredients in one package .. . nothing to do but add 
water and bake. 

No wonder FIXT is failure-proof. Even inexperi- 
enced help can’t muff the way to perfect ginger muffins. 

FIXT is produced by the world’s largest makers of 
ready-mixed foods. Each ingredient is top-quality. Each 
kitchen is hospital clean. So decide now to save money 
and to safeguard the reputation of your institution for 


fine food. Order some FIXT GINGER MUFFIN MIX 
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from your local jobber. Or write us direct. We will be 
glad to give you full information also about other FIXT 
all-fixed Mixes for waffles, corn muffins, devil’s food 
cake, white cake, handy doughnut, yellow cake, pie 
crust, egg griddle cakes, buckwheat cakes, and biscuits. 
Write now! 

Write Dept. HM-11 for valuable FREE booklet, ‘76 FIXT RECIPES” 


FIXT Products, 1170 Broadway, New York, N. Y. 


1170 BROADWAY - NEW YORK, N.Y. 


HOSPITAL MANAGEMENT, November, 1938 








Se = = 





GENERAL MENUS=-DECEMBIER 


Suitable for Staff, Personnel and Patients Not Requiring Special Diets 





Breakfast 


Dinner 


Luncheon 





Baked Apple 
Oatmeal 
Bacon 


Thursday, December 1, 1938 


Cauliflower Lettuce, Thousand Island Dressing 


Tenderloin Steak French Fries 
Orange Ambrosia 


Meat Turnovers 
Tomato and Cottage Cheese Salad | 
Peaches Chocolate Cookies 





Orange Juice 
Ralston 
Poached Eggs 


Friday, December 2, 1938 
Fried Oysters Baked Potatoes 
Canned Tomatoes Slaw 
Apple Strudel 


Scrambled Eggs with Mushrooms 
Corn on Cob Tomato Juice 
Fresh Pears Marble Cup Cakes 





ay, December 3, 1938 


Saturd 
Sliced Bananas Rolled Lamb Shoulders Browned Potatoes Cream Potato Soup Salad Bowl 
Cornflakes String Carrots Apricot-Cheese Salad Cheese Ham Sandwiches 
Broiled Ham Jelly Roll a la Mode Fresh Fruit Plate Cookies 





3-minute Egg 


Grapefruit Juice 
Cream of Wheat 


Coffee Cake 


Sunday, December 4, 1938 
Chicken Intrigue Boiled Rice 
Buttered Fresh Asparagus 
Pineapple and Tomato Salad 
Caramel Custard 


Apple Ice Cream 


Cold Corned Beef Scalloped Corn 
Celery Radishes Olives 
Devils Food Cake 





Prunes with Lemon 


Pettijohn 


French Toast 


Monday, December 5, 1938 
Savory Short Ribs Mashed Potatoes 
Spinach Lettuce and Chiffonade Dressing 
Cream Puffs 


Creole Hamburgers Baked Potato 
Pineapple Juice Hot Rolls 
Cherry Cobbler and Cream 





Tuesday, December 6, 1938 


Sliced Oranges Liver and Bacon Creamed Potatoes Cold Meat Potato Chips 
Wheatsworth Candied Parsnips Pear-Cheese Salad String Beans with Lemon Sauce 
Fried Eggs Glorified Rice Royal Anne Cherries Wafers 





Pineapple Juice 
Oatmeal 
Bacon 


Wednesday, December 7, 1938 
Chicken Shortcake Parsleyed Potatoes 
Peas and Carrots Stuffed Celery 
Fresh Fruit Cup 


Baked Apples Stuffed with Sausage 
Spinach 
Chocolate Chip Ice Cream _ Wafer 





Stewed Apricots 
Puffed Rice 
Griddle Cakes 


Thursday, December 8, 1938 
Swiss Steak Mashed Potatoes 
Rutabagas Combination Vegetable Salad 
Fruit Fluff and Soft Custard Sauce 


Veal and Bacon Salad 
Cream Corn Soup Grilled Tomato 
Diced Oranges Hermits 





Ralston 
Scrambled Eggs 
Applesauce 


Friday, December 9, 1938 
Creole Halibut Browned Mashed Potatoes 
Wax Beans Pineapple-Cucumber Salad 
Chocolate Icebox Cake 


Crabmeat a la Newburg 
Baked Potatoes Celery and Olives 
Fruit Gelatine Sponge Cake 





Tomato Juice 
Shredded Wheat 
Chicken Livers 


Saturday, December 10, 1938 
Baked Ham Sweet Potato Pears 
Spinach Princess Salad 
Marshmallow-Apricot Torte 


Spiced Beef Potatoes au Gratin 
Stuffed Peach Salad 
Frosted Malted Milk Wafers 





Poached Egg 


Grapefruit 
Cream of Barley 


Coffee Coke 


Sunday, December 11, 1938 
Chicken Hawaiian Potato Puffs 
Broccoli Lettuce and French Dressing 
Boston Cream Pie 


Assorted Cold Meats Spaghetti 
Waldorf Salad 
Mincemeat Ice Cream Cup Cakes 





Orange Juice 
Pettijohn 
Bacon 


Monday, December 12, 1938 
Lamb Steak Mashed Potatoes 
Buttered Carrots Prune Salad (Stuffed) 
Butterscotch Cornstarch and Cream 


Chicken a la King Rice 
Sour Lettuce Green Gage Plums 
Cup Cakes with Caramel Icing 





Prunes with Cinnamon 
Cream of Barley 
French Teast 


Creamed Cabbage 


Tuesday, December 13, 1938 
Roast Beef Bavarian Riced Potatoes 
Cucumber-Endive Salad 
Lemon-Chip Ice Cream 


Veal Fricassee Noodles 
Tomato Salad 
Pineapple Brownies 





Three-minute Eggs 


Sliced Bananas 
Cornflakes 


Green Beans 
Sweet Roil 


Wednesday, December 14, 1938 
Baked Ham Mashed Sweet Potatoes 
Celery and Anchovies 
Toasted Cocoanut Cake 


Creamed Codfish on Toast 
Baked Potatoes Chef’s Salad 
Custard Washboard Cookies 








Tomato Juice 
Ralston 
Bacon 


Thursday, December 15, 1938 
Portuguese Lamb Cutlet Potato Balls 
Fresh Asparagus Diced Vegetable Salad 
Snowballs with Berry Sauce 


Meat Loaf with Creole Sauce 
Baked Squash Bavarian Salad 
Grape Sherbet Caramel Squares 
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GENERAL MENUS FOR DECEMBER... 


Continued 





Breakfast 


Dinner Luncheon 





Sliced Oranges 
Oatmeal 
Scrambled Eggs 


Friday, December 16, 1938 
Baked Salmon Mashed Potatoes 
Harvard Beets Lettuce, Thousand Island Dressing 
Pineapple Upside Down Cake 


Fish Salad Loaf Potato Chips 
Stuffed Celery Olives 
Cherries and Filled Cookies 





Sectioned Grapefruit 
Cream of Wheat 
Three-minute Eggs 


Saturday, December 17, 1938 
New England Boiled Dinner 
Tomato Salad 
Raisin Rice Pudding with Hard Sauce 


Fried Perch Baked Potatoes 
Toss-Up Salad 
Cheese Cake 





Wheatsworth 
Baked Apples 
Fried Cornmeal-Mush 


Sunday, December 18, 1938 

Provincial Chicken Parsleyed Potatoes Cold Meat 

Cauliflower Perfection Salad 
Grapefruit and Grape Cup 


French Fried Bananas 
Canned Tomatoes : 
Frozen Eggnog Spice Cookies 





Orange Juice 


Monday, December 19, 1938 


Lamb Chops Mashed Potatoes Canadian Bacon Baked Potatoes 





Pettijohn Shoestring Potatces Chef’s Salad Spinach with Egg Garnish 

Scrapple Baked Orange Meringue in Shells Pineapple and Cocoanut Cake 
Tuesday, December 20, 1938 

Grapes Steak (Broiled) Parsleyed Potatoes Skillet Ham with Peaches 


Cream of Wheat 
Griddle Cakes 


Relish Plate 
Banana Shortcake 


Asparagus Orange Ambrosia 
White Cake and Chocolate Icing 


Rutabagas 





Applesauce 
Ralston 
Sausages 


Wednesday, December 21, 1938 
Roast Lamb Mashed Potatoes 
Creamed Celery Chiffonade Salad 


Chilled Melon 


Jellied Chicken Bellevue 
Baked Potatoes Mixed Fruit Salad 
Rum Ice Cream and Oatmeal Cookies 





Pineapple Juice 
Cream of Barley 
Doughnuts 


Thursday, December 22, 1938 


Frizzled Ham Tomato Dumplings Meat Balls and Spaghetti 


Broccoli Celery, Olives, Gherkins Vegetable Salad with 1,000 Island Dressing — 


Apple Torte Prune Whip and Sauce Cookies 





Halves of Orange 
Grapenuts 
Three-minute Ege 


Friday, December 23, 1938 
Filet of Sole French Fries 
Spinach Tomato Aspic Salad 
Chocolate Eclairs 


Oyster Stew Macaroni and Cheese 
Lettuce and Russian Dressing 
Frosted Malted Milk Wafers 





Grapefruit Juice 
Oatmeal 
Bacon 


Saturday, December 24, 1938 
Veal Roast Mashed Potatoes 
Peas Pineapple-Spiced Pear Salad 
Snow Pudding and Soft Custard 


Tuna and Apple Salad ; 
Stuffed Baked Potato Tomato Juice 
Angel Hash Lemon Snaps 





Grapefruit Baskets 
Cream of Wheat and Dates 
Bacon Coffee Cake 


CHRISTMAS DAY, 1938 
Roast Turkey and Oyster Dressing 
Mashed _ Potatoes Brussels Sprouts 
Xmas Salad Plum Pudding (lighted) 


Turkey Pineapple Salad 
Potato Chips Relishes 
Egenog Ice Cream Candle Cup Cakes 





Orange Juice 
Ralston 
Scrambled Eggs 


Monday, December 26, 1938 
Rolled Lamb Breast Parsleyed Potato 
Mashed Squash Vegetable Salad 
Mincemeat Baked Apple 


Chop Suey Rice 
Avacado Salad Fruit Cup 
Christmas Cookies 





Prunes 
Pettijohn 
French Toast 


Tuesday, December 27, 1938 
Smothered Rabbit Mashed Potatoes Ham and Eggs au Gratin 
Peas Asparagus Salad, 1,000 Island Dressing . Cream Tomato Soup Chef’s Salad 
Fresh. Pineapple Cherries and Sponge Cake 





Wednesday, December 28, 1938 . 





Applesauce Broiled Ham Sweet Potato Casserole City Chicken Baked Potatoes 
Rice Crispies Spinach Orange Avacade Salad Banana Salad 
Bacon Cocoanut Custard Toffee Ice Cream Lemon Cookies 
Thursday, December 29, 1938 
Apricots Veal Chops Parsleyed Potatoes Dried Beef a la Southern 
Cream of Wheat Buttered Asparagus Lettuce Salad Tomato Salad 
Doughnuts Peach in Meringue Pineapple Tea Cakes 





Sliced Bananas 
Oatmeal 


Friday, December 30, 1938 : 
Baked Trout Escalloped Potatoes Deviled Shrimp Shoe String Potatoes 
Corn on Cob Slaw Sliced Tomatoes 








Fried Eggs Chocolate Washington Cream Pie Baked Apples Hermits 
Saturday, December 31, 1938 
Orange Juice Lamb Chops Asparagus Meat Pie Peas 
Ralston Potatoes au Gratin Chiffonade Salad 
Sausages Russian Salad Berry Ice Cream Fresh Fruit Cup Wafers 
HOSPITAL MANAGEMENT'S DIETARY AND FOOD SERVICE DEPARTMENT 
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NAME 


THANKSGIV 





THANKSGIVING DAY — DE PAUL HOSPITAL 









ARO OC Rear nearerensees 


2¢ 
8 — 





ROAST DUCK WITH ORANGE Sauce 
POTATO DRESSING 
MELROSE POTATOES OR CANDIED 
SWEET POTATOES WITH MARSHMALLOW 
ASPARAGUS WITH DRAWN BUTTER OR 
BROCCOL! WITH HOLLANDAISE SAUCE. 


CRANGERRY, CELERY & OLIVE SALAD. 
OR 
PICKLED PEACH SALAD 


WHEAT, GRAHAM, OR RYE BREAD. 
BUTTER. Cream. 


ICE CREAM PIE OR SPECIAL BRICK 


yi % te, ICE CREAM. 
Ys ry %* 





ie 
2» | 
Lee yGOFFeE, MILK, COCOA, POSTUM. 


re 
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Preerererts (errors 


DAY 
AT DE PAUL 
HOSPITAL 


DePaul Hospital, St. Louis, Mo. 


THANKSGIVING 


By SISTER JOSEPHINE 


Realizing that the holiday season carries with it a spirit of joy accompanied with sweet thoughts of home wherein are spent the 


happiest hours of one’s life, the dietetic staff of De Paul Hospital, St. Louis, Missouri, endeavors to contribute its share toward preparing 


food as “Mother used to do.” 


Thanksgiving, ushering in, as it does, the first of the festive days, offers real scope for menu planning. 


The 1938 Thanksgiving Day Menu at DePaul measures up to scientific food-balance requirements, is tempting in the reading and satis- 


fying in the serving. A Puritan doll escorts each tray and a name cards greets each individual patient. 
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PHARMACY, LABORATORIES 
AND SPECIAL DEPARTMENTS 








A FEW OBSERVATIONS WITH REFERENCE TO X-RAY 
DEPARTMENTS 


» » » THEIMPROVEMENTS in hospital equip- 
ment and technique move steadily on like 
the midstream current of a placid river. The 

eddies at the edge in which swirl miscellaneous debris 

until cast on the shore may contain many things which 
at one time were useful but which now may not be 
worth the effort to salvage. 

In selecting new equipment one should consider not 
only the material, design and workmanship, but how 
long it will be before future improvements in this type 
of equipment will cause the equipment under consid- 
eration, when compared with the work performed by 
new, improved equipment, to become obsolete and, in 
some instances, detrimental to patients. This statement 
is especially applicable to X-ray equipment which may 
have outlived its usefulness because of the lack of 
automatic or manual control to maintain proper volt- 
age and milliamperage. 

Some of the older X-ray equipment in use is of such 
design that it is not suitable to be reconditioned for 
operation with the controls developed during recent 
years and supplied with modern X-ray equipment. 

In my work covering a territory from coast to coast, 
I find X-ray equipment in use which is as obsolete in 
design and operation as the Model T Ford, and other 
equipment which may be compared to the Model A 
Ford. Both Model T and Model A Fords were good 
in their day, and many cars of these models are still 
in use, but, as in the case of old-fashioned X-ray equip- 
ment, the owners are not securing the maximum results 
to be obtained from a modern V 8 Ford car, or the 
modern X-ray equipment. 

Human nature is much the same, and one finds that 
some of the owners of X-ray equipment comparable 
to Model T and Model A Ford cars, cling as tenaciously 
to their antiquated X-ray equipment as do the owners 
of the old model cars. There may be merit in some 
of the explanations given for using this ancient X-ray 
equipment, and the use of the old cars, but when one 
considers that X-ray equipment is used for the diag- 
nosis and treatment of patients, it is difficult to defend 
the use of antiquated X-ray equipment which does not 
properly protect patients and others from possible con- 
tact with exposed wires, unnecessary radiation and the 
making of radiographic pictures of little value due 
to the impossibility of producing good pictures for 
diagnostic purpose with many of the older machines 
or newer machines of too low milliamperage. Due to 
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the fact that great improvements are made each year in 
X-ray equipment, only such equipment should be pur- 
chased as is required for present use, and in planning 
an X-ray department the consultant should look be- 
yond the present day needs and trends, into the future, 
to make proper provision when the time arrives to in- 
stall the more modern X-ray equipment when it is pro- 
duced by manufacturers. 

In addition to the maximum of safety now consid- | 
ered necessary in an X-ray department, there should 
be additional factors of safety to adequately protect 
the patients and other persons who may be brought 
within reach of the Roentgen rays. 

1. The X-ray department or laboratory of a hos- 
pital should be a separate unit with its own corridor 
on which the: different rooms open. It is advisable to 
have the floors of the corridor and rooms covered with 
rubber tile or linoleum. 

2. The X-ray department should have a separate 
system of electric feeder cables running from the main 
power panel to the panel board of the department. The 
feeder cables should be large enough to provide ample 
current for present needs, also for future expansion 
of the department. 

3. The electric cables from the panel board in the 
X-ray department, running to the outlet boxes in the 
different rooms, should be placed in concealed conduits 
in the walls, under the floors or under the ceilings. 
There should be no exposed conduit or wires. For 
safety, everything should be made spark-proof as well 
as shock-proof. 

4. The control panels of the X-ray machine so far 
as possible should be placed on the walls. 

5. The connections from outlet boxes to contro! 
panels, and from control panels to X-ray machines 
should be shock-proof, also all X-ray machines and 
connections of all kinds should be shock-proof. 

6. In selecting X-ray machines, both for diagnostic 
and treatment purposes, it is advisable to purchase those 
which give greatest protection to patient and technician, 
and these machines so far as possible should have auto- 
matic controls and safety devices to prevent burning 
out of tubes or other accidents. 
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7. There is controversy between eminent men over 
the power of machines employed in giving deep therapy 
treatments. Conservative men favor about 220,000 
volt machines ; others recommend as high as 1,000,000 
volts. When installing the heavier type of deep therapy 
machines, it is advisable to place these on the ground 
floor, because of weight of the equipment and the volt- 
age employed. It also is advisable to isolate the higher 
voltage machines as much as possible. 

8. Nothing should be left to chance with any deep 
therapy X-ray machine, for this form of radiation is 
in its infancy and no one knows what the future may 
have in store. It is advisable to employ all the best 
known means of confining the radiation to the part of 
patient to be treated, and to protect the patient from 
unnecessary radiation. X-ray technicians and others 
should be protected from the direct and indirect radia- 
tion of tubes when the tubes are in operation. Too 
much care cannot be exercised in the operation of high 
voltage deep therapy X-ray equipment. 

9. We have indicated that the production of X-ray 
equipment is no more “static” than the production of 
automobiles, and that yearly improvement in design and 
performance of both X-ray equipment and automobiles 
may be expected. This being true, hospitals and others 
who contemplate the purchase of X-ray equipment 
should go carefully into the matter from all angles, 
before final decision to purchase is made. A very good 
friend, a roentgenologist whom I meet occasionally, 
and usually praise his X-ray equipment which was in- 
stalled recently, never fails to tell me the equipment is 


“no good unless you have competent people to operate 
it.’ This statement of ten words explains how you 
may have a good X-ray department, i.e., you should 
have: 

(A) Expert counsel in planning the department. 

(B) The X-ray department of a hospital should be 
a separate unit with its own electric feeder cables. 

(C) Provision should be made for future expansion. 

(D) Modern equipment should be used. 

(E) The best equipment procurable is “no good” 
unless a competent roentgenologist is in charge, and 
he has capable technicians to assist him. 
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experience dictates the sources from which purchases 
have been safely made; whether deliveries have been 
prompt; if quality of goods delivered are as ordered ; 
if the invoice prices are as quoted, and whether the 
distributor is prompt in making adjustments, render- 
ing invoices and issuing credit memoranda. All these 
facts are ingrained in the mind of a buyer and his 
records will verify his conclusions in making decisions 
for placing future orders. 

The above results can only be achieved by a true 
centralized purchasing set-up, and not by a semi- 
centralized purchasing whereby certain departments 
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or all are permitted to do their own buying. If this 
is permitted it breaks down systematic method of 
making and controlling purchases. 

It is our belief that the purchasing department which 
makes the purchase would be the logical one to pass 
on the invoices and approve them for payment. That 
department has an interest in the transaction to the 
extent that the purchase must be according to the con- 
ditions set forth between the buyer and seller. 

It has always been our belief, and our organization 
is set up in such a manner that the buyer is totally 
responsible for merchandise that he buys. Not only 
does he make purchases but also he must supervise 
its inspection, or better still inspect it himself. The 
theory is that he makes the purchase, inspects it, 
and then he will know by first hand information what 
he has received. We have found purchasing by remote 
control is not satisfactory. The buyer may know what 
he wants but does he get it if inexperienced persons 
are delegated to act as receiving clerks? 

The duties and functions of a purchasing depart- 
ment do not end when an order is placed and goods 
are received and distributed to the various depart- 
ments. Although these are the primary functions, 
accessories to that function are the tools by which 
that result can be achieved. The department must have 
available all the necessary and pertinent data and in- 
formation required to consummate a purchase. It 
should have complete records of past purchases. It 
should have catalogues, descriptive literature and the 
latest prices. If complete information is not available, 
it should be acquired. This oasis of information is 
made available to all department heads, who are as- 
sisted by the purchasing agent in making their se- 
lection. 

Full cooperation with the departments is essential 
for the smooth operation of a centralized purchasing 
function. It is through this centralized function that 
greater economy and better control of purchases can 
be made. 

The method of purchasing in the Edwin Shaw 
Sanitarium is truly centralized. This department is 
responsible for receiving and issuing supplies to the 
various departments. It also includes creating and 
maintaining the necessary records required, such as 
report of receipts, inspection of commodities for 
count and conformity to the specifications as ordered, 
checking of quoted price with invoice, approving in- 
voice for payment, arranging for returns and determin- 
ing proper credits due, maintaining of proper inven- 
tories, making additions and subtractions each month 
to the stores record cards, and compiling a summary 
sheet of stores distributions to the various depart- 
ments. 

Each day the accounting department receives com- 
pleted invoices ready for payment. Each invoice is 
accompanied with the report of receipts and a dupli- 
cate purchase order. It may also include the 
acknowledgment or perhaps the bil! of lading, or 
possible correspondence relative to that particular 
purchase. The auditor then has all this information 
at hand and he can assure himself of the authenticity 
of the claim and proceed to make payment of the 
account. 
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Hospital Visitors ... 
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have to stay here? .. . Have you had X-ray pictures 
taken? ... Do you have any confidence in doctors and 
nurses? ... if so, why? ... What’s the matter with 
the man across the hall? . . . Has that woman upstairs 
had her baby yet... ?” They can’t bear to leave with- 
out asking, “How much are you paying for your room, 
and is it true that the hospital is having a difficult time 
balancing its budget?” These visitors often possess 
characteristics similar to the scandal-monger type who 
is the most deadly of all visitor species. 

“Mrs. Probe, as such a one, will invariably, after 
seeing the patient, make it a point to question the 
nurses as to her condition, diagnosis, and treatment. 
She will usually contact a student nurse and attempt 
to get the desired information from her. Students are 
well instructed in such matters and will, as a matter 
of routine, direct the determined Mrs. Probe to the 
floor supervisor. Here Mrs. Probe puts on her most 
friendly manner and her highly confidential tone of 
voice and pretending to be the very dear friend of 
“that poor lady in 325,” will ask for full information 
regarding her condition, et cetera. She remarks, “Of 
course, my dear, we both realize that the hokum in the 
newspapers about ‘appendicitis’ is all right for the gen- 
eral public, but as for us, we both know that the real 
cause of the illness is something more than that.” She’s 


long been aware of the fact that “dear Susan” hasn't: 


been spending all her evenings at the library as she 
claimed. And of course, she’s had her suspicions for a 
long while now. Just what did the doctors find out? 


. You can be sure she won’t breathe it to a soul. 


The supervisor informs Mrs. Probe that all informa- 
tion about patients has to be given out by the patient’s 
doctor. Mrs. Probe splutters with anger, and departs 
in a cloud of dust, convinced that there is something 
wrong, or the nurses wouldn’t be so noncommital. 

The most virulent type of Mrs. Probe has even gone 
so far as to offer to pay for knowledge of the hospi- 
talized “friend,” especially if it promises to be good 
materia! for a class-A scandal. 

Not all hospital visitors belong to the above men- 
tioned types. There is a kind of visitor who is most 
welcome to hospital patients. He is as rare as a snow- 
storm in July but may be found occasionally. He visits 
patients at a sensible time. He stays only a short while. 
He talks of things that really interest the patient, and 
he does not sit on the bed. Hospitals should encourage 
such a visitor to ca!l again, for his effect on the patient 
is beneficial and may lead to direct physical improve- 
ment. 

There is no doubt that the problem of visitors is 
becoming acute, and like other problems that have pre- 
sented themselves from time to time, this one will 
eventually be solved. The solution will likely be found 
in training hospital visitors rather than in eliminating 
or further restricting them. If we can make all visitors 
the type that are an asset instead of a liability, the kind 
who work with the hospital staff instead of against it, 
then we do not need to limit their number or their hours 
of calling. 
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HOUSEKEEPING | 


» » 9» HOUSEKEEPING is admittedly a_ big 
business. As a business it has certain char- 
acteristics of a profession which is extending 

and enlarging rapidly. Some hold the view that it is 

the biggest of big businesses. If this view is challenged, 
let us call it homemaking, and we will all readily agree 
as to the paramount importance of housekeeping. 

Housekeeping, whether it is in a large institution or in 

an individual home, is of social and economic impor- 

tance to everybody. There is a definite affinity between 
all phases of housekeeping, regardless of the locality 
in which the housekeeper is placed. 

The changes that are constantly taking place in our 
social life, as far as this subject is concerned, the 
changes in the habits of the traveling public, have 
created economic problems within the hotel industry. 
In the search for the solution to many of these economic 
problems, one realizes that good housekeeping is essen- 
tial to successful hospital and hotel operation. 

The most casual study of topics discussed at the 
various hotel conventions and meetings will reveal that 
hotel managers are endeavoring to create conditions in 
their own establishments that wi!l make good house- 
keeping possible. Hospital and other institutional man- 
agements are making the same attempt. 

Not long ago housekeepers were driving, unimagina- 
tive type of women, concerned only with keeping the 
building clean according to their own ideas of that which 
constituted cleanliness. Today this type of housekeeper 
is rapidly being replaced by women capable of broader 
vision, high education and more scientific training, who 
possess an appreciation of, and ability to, solve the 
problems of labor relationship that have become so 
trying in our present times. 

Most of our employees, more particularly those em- 
ployees performing duties in housekeeping departments, 
have been looked upon as unskilled. Such a stigma 
attached to any occupation constitutes a serious handi- 
cap in the attempt for the employee to make a satisfac- 
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tory adjustment to his work. It is the duty of the 
executive housekeeper to meet this “servant problem” 
and to attempt to replace it with the “service problem.” 
In this way she may avoid developing the “servant 
class” but will give the work recognition and dignity 
by making it something worthy of respect. 

This is one of the problems that an executive house- 
keeper must solve, as her position inevitably places her 
in contact with these employees more intimately and 
more directly than any one else; and it is right and 
fitting that the management of the hotel or hospital 
rely on the housekeeper for their solution. The first 
phase of the problem is naturally social, and as social 
problems are so far-reaching in effect, it can be seen 
that the housekeeper (if she did nothing else) would 
have a full time position in meeting these conditions. 

It is not the purpose in this article to do more than 
bring attention to the extensive field that the work of an 
executive housekeeper covers. 

The mechanics of operation present problems which 
do not necessarily repeat themselves and which, there- 
fore, call for the ability to make quick judgments, to 
think clearly and to take decisive action. 

Many operations within the housekeeping department 
become routine, and a general schedule can be worked 
out based on previous experiences. The employee of the 
department, however, has a right to expect that clearly 
defined and reasonable standards be established and 
maintained generally. This attitude on the part of the 
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employee will also serve to dignify service work by 
making it approach a skill; at the same time it would 
make the executive of the department more capable 
and more responsible. 

In many institutions there is a wide fluctuation in 
the requirements of labor due to the rapid turn-over of 
patients, guests or inmates. In order to keep the proper 
balance of labor to meet the changing demands and to 
insure the economical operation of such institutions, 
the administrative measures to accomplish this must 
be the result of time studies of the various operations 
necessary within the department. It is possible to a 
large extent to put the operations on a task basis (units 
of operation). Careful study by the executive house- 
keeper of the time required to complete a given task 
efficiently and properly should be the basis for deter- 
mining the number of persons necessary to do a given 
number of such tasks. The same idea can be applied 
to the various operations of a department. The setting 
of such a par will eventually become the yardstick for 
measuring efficiency, and will also become the guide 
to determine the number of persons necessary to do 
the required work. This involves, naturally, the main- 
taining of the so-called “skeleton crew” and the build- 
ing up of an extra crew that can be classified as “ex- 
tras.” These “extras” may be found among house- 
wives willing to do part time work or men who, for 
various reasons, are not interested in full time employ- 
ment. The successful operation of a housekeeping 
department, from an economical standpoint, depends 
upon the housekeeper’s ability to establish a circle of 
reinforcements in the form of extra help available for 
call on short notice. 

The great strides that have been made in the union- 
ization of almost all classes of workers, with the result- 
ant conflict of interests between the employer and 
employee, brings the housekeeper face to face with the 
employer-employee relationship problems. The success- 
ful housekeeper cannot have too great a knowledge of 
the problems of management or the problems of. the 
employee. As the executive housekeeper is the direct 
contact between the employee of that department and 
the management, she is looked upon as the representa- 
tive of the management. Actually, the duties go beyond 
this, and the management must recognize her as the 
representative of the employees. Therefore, a complete 
knowledge of what the employee thinks is desirable. 
Many organizations are now operating under employer- 
emplovee agreements. As the executive head of her 
department, the housekeeper must have complete knowl- 
edge of such agreements as they refer to her employees. 


There is no doubt that much employee dissatisfaction 
in the past has its origin within the conduct of the 
executive immediately in charge of the employees. The 
lack of standardized requirements, agreements and job 
specifications, a general looseness of explanation and 
arrangements, has led to many misunderstandings and 
dissatisfactions on the part of both employer and em- 
ployee. Much misunderstanding and unrest can be cor- 
rected by telling the employees the truth about business 
conditions. Practical measures for establishing a better 
social status and higher efficiency in service work 
require more sharply defined work standards, high 
personnel requirements, improved working conditions 
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and enlightened and more capable direction and super- 
vision. 

In addition to the social problems which the execu- 
tive housekeeper must be qualified to meet, there are 
also the problems of organization and economical 
operation as it pertains to labor. Intelligent selection 
of employees is perhaps the first requirement for high- 
grade housekeeping ; selection must be on the basis of 
potential merit. Generally speaking, experience will not 
top the list of qualifications, rather, character, mental 
and physica! qualifications. Personal favoritisms are 
not characteristic of the successful selection of help. 
Individual instruction and attention during the first few 
days a new employee is on duty is the only way to give 
him “a good start.” Training on the job must be con- 
tinuous. The need for formulated instruction material 
is beyond argument. Grievances are best handled when 
they are small, and can usually be eliminated by clear 
understanding. 

Equally far-reaching and of no less importance is 
the need for a scientific knowledge in the purchase of 
supplies, furnishings and equipment. Most institutions 
can no longer afford highly paid, scientifically trained 
purchasing agents or professional decorators. The man- 
agements have gradually, and in some cases reluctantly, 
added to the duties of the executive housekeeper those 
duties usually performed by highly paid specialists and 
decorators. This has been a welcomed change in that 
it has enlarged the field and scope of value and impor- 
tance of executive housekeeping. Experience has shown 
that housekeepers who are equipped to assume the 
duties previously performed by so-called experts have 
been extremely successful in their field. 

Housekeeping is definitely homemaking, and this is 
true even in an institution. The physical plant must 
therefore, reflect, in the matter of decoration, the per- 
sonality and tastes of the “homemaker” ; but the tastes, 
likes and prejudices must always be tempered with the 
commercial limitations of restricted budgets, practica- 
bility and value. This demands a more or less scientific 
knowledge of raw materials and the effect of raw 
materials on the finished articles. The executive house- 
keeper must equip herself with the knowledge of tests 
of materia!s, such as friction tests of linens, the type of 
cotton or hemp staple necessary to last, the values of 
worsteds or wools in carpets, the minimum number 
of frames, a carpet weaving that will result in wearing 
qualities and permit practical designs and color tones. 
These are only a few of the commodities about which 
an executive housekeeper must have an intimate, prac- 
tical knowledge. 

The public has been made conscious of its surround- 
ings by the advertising methods of various manufac- 
turers. The question of lighting effect and lighting 
visibility are always in the minds of the public and must 
be reckoned with. Since colors must be harmonious, 
an intimate knowledge of decoration is essential. 

Less spectacular but equally important is the neces- 
sity for knowledge of cleansing materials. The use of 
improper cleansing agents can, as we al! know, ruin 
the cheapest as well as the most expensive fabrics. 

There must be also a control of the use of various 
supplies in order to guard against pilferage and waste. 
To achieve this end, inventory systems must be estab- 
lished and maintained. 
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The executive housekeeper has another important 
place in an institution, the public relationships of the 
institution can be affected favorably or unfavorably by 
the quality of the performance of her duties. Even 
though the executive housekeeper may not come di- 
rectly in contact with the public, the services rendered 
through her various duties are aimed at the comfort 
and well-being of the guest or patient. The comfort- 
ableness of the bed, the cleanliness of the quarters, the 
harmony of decoration, leave an impression by which 
the institution is judged. 

Whether or not the executive housekeeper comes 
in contact with a guest or patient, she is also the repre- 
sentative of the institution in its dealings with that 
other part of the public made up of suppliers, purveyors 
and manufacturers who trade with the institution. She 
must possess the canniness of a trader, be acquainted 
with market values and possess a knowledge, to some 
extent at least, of the commodity offered or being 
considered. In short, she must possess all the quali- 
fications of an expert buyer, plus tact. 

The field is constantly enlarging and is challenging 
the abilities of those engaged in that work. Constant 
study and research work are essential if housekeepers 
are to accept that obligation to lead. Professional stand- 
ing cannot be conferred upon them—they must attain it. 
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(My commission expires May, 1939.) 











A. C. H. A. Takes Action 
Regarding Medical Care 


» » At the recent general business 
session of the American College of 
Hospital Administrators, the following 
resolution regarding medical care was 
adopted: 

“The American College of Hospital 
Administrators is appreciative of the 
interest of the Federal Government in 
hospital service as expressed in the 
recommendations offered at the recent 
National Health Conference. 

“It approves of the extension of hos- 
pital facilities where needed, but cau- 
tions against the building of new in- 
stitutions or adding to present institu- 
tions without an exhaustive survey of 
local needs. 

“It approves of financial assistance 
by government for the hospitalization 
of the indigent sick, if such assistance 
is based on the actual cost of rendering 
hospital service. 

“It recommends that no program of 
compulsory hospital insurance be con- 
sidered until voluntary hospital insur- 
ance plans have had a thorough trial. 

“The executive secretary of the Col- 
lege is hereby instructed to transmit a 
copy of this resolution to the chairman 
of the Interdepartmental Committee to 
Coordinate Health and Welfare Activi- 
ties.” 


Indian Hospitals Dedicated 


» » The Indian Bureau formally dedi- 
cated two units in its new health and 
hospital set-up on October 3rd and 4th 
with dedication ceremonies at Tahle- 
quah and Talihina, Okla. The two hos- 
pitals were built by the PWA after 
A. M. Landman, superintendent of the 
Five Civilized Tribes, complained to 
Indian Commissioner John Collier that 
Indian health and hospital facilities 
were sadly neglected and that the mor- 
tality rate was unusually high. 

The Tahlequah hospital, named in 
honor of the late W. W. Hastings, cost 
approximately $320,000. The Talihina 
hospital, built in the heart of the Kia- 
michi mountains, cost approximately 
$860,000, and additional money has 
been allocated to put its total cost 
above one million dollars. 

In addition to the two hospitals, In- 
dian Bureau officials have set up an 
Indian health unit in the Indian agency, 
serving forty eastern Oklahoma coun- 
ties. Dr. I. U. Sanders heads the staff. 
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At the dedicatory programs, United 
States Senator Elmer Thomas, chair- 
man of the Senate committee on Indian 
affairs, Rep. Will Rogers, chairman of 
the House committee on Indian affairs, 
and Dr. Charles M. Pearce, commis- 
sioner of health for the state of Okla- 
homa, were the principal speakers. 


Trinity Hospital Opened 


» » The new $100,000 Negro institu- 
tion, Trinity Hospital, was opened with 
ceremonies Sunday, October 2nd. It is 
located at 681 Vernor Highway east, 
Detroit, Mich., and has a bed capacity 
of 115. Heading the staff are W. H. 
M. Johnson, M.D., and Frank P. Rai- 
ford, M.D. 

The new hospital, one of the finest 
all-Negro institutions in the country, 
is supported entirely by members of 
the Negro group of Detroit. 


Memorial Fund to Be 
Used for Hospital 


» » In an opinion written by Justice 
E. V. Holland, the Colorado Supreme 
Court held that the $100,000 bequest 
made by the late Vaso L. Chucovich 
of the city of Denver for a memorial 
to the late Mayor Robert W. Speer can 
be used to build an addition to the 
Denver General Hospital. The city 
plans to use the bequest to match a 
PWA appropriation. 

The Supreme Court decision affirmed 
a ruling made by County Judge C. E. 
Kettering, who had held that use of 
the memorial bequest to construct an 
addition to the hospital would , be 
proper and that a memorial building 
would comply with the requirements of 
the Chucovich will. In its decision, the 
Court put an end to a controversy 
which has dragged through several 
years. 


Retiring Director of 
Presbyterian School Honored 


» » On October 15th, Miss M. Helena 
McMillan, organizer and director for 35 
years of the Presbyterian Hospital 
School of Nursing, Chicago, retired from 
that position, retaining, however, her 








connection with the school as emeritus 
director. 

During the first part of October, Miss 
McMillan was honored at graduation 
events and other functions. On October 
10th, a luncheon was given by the 
Alumnae Association, the program con- 
sisting of tributes to Miss McMillan by 
Mrs. Wilber E. Post, member of the 
first class graduated in 1906, Miss Esta- 
lene Spears, president of the 1938 class, 
Miss May Russell, dean of the School, 
Mrs. Ernest E. Irons, president of the 
Woman’s Board of the Hospital, and 
Miss Charlotte F. Landt, assistant di- 
rector of Cook County School of Nurs- 
ing. On behalf of the alumnae, Miss 
Landt, a 1911 graduate of Presbyterian 
School of Nursing, presented to Miss 
McMillan ‘a check for $1,503, which 
represented a gift of $1.00 for each of 
the 1,503 graduates of the School. It 
was also announced at this luncheon 


that the Alumnae Association had started - 


a special fund, to be known as the Helena 
McMillan Educational Fund, which is to 
be used to further the educational prog- 
ress of the School. Contributions from 
all sources thus far exceed $4,000. 

On October 11th, fifty-two young 
women, comprising the last class to 
graduate under Miss McMillan, received 
diplomas. Miss Eula Butzerin (1914), 
professor of public health nursing at the 
University of Chicago, addressed. the 
graduates on “Individual Excellence in 
Nursing Service.” 

Climaxing the events of the week, Miss 
McMillan was honored at a tea given 
at the Fortnightly Club by the honorary 
president of the Woman’s Board, Mrs. 
David W. Graham, the president, Mrs. 
E. E. Irons, and the past presidents, 
Mrs. Perkins Bass, Mrs. C. Frederick 
Childs, Mrs. Frederick T. Haskell and 
Mrs. Clyde E. Shorey. Miss McMillan 
was also honored by a number of events 
given by hospital employees, the School 
of Nursing faculty, head nurses and 
other groups. 

Pending the appointment of a new 
director, Miss Russell, will have charge 
of the School and Miss Harriet Forrest, 
assistant superintendent of nursing, will 
have charge of the nursing service in the 
hospital. 


Veterans Hospital Grants Allowed 


» » The Public Works Administration 
has announced that it has revoked its 
previous action rescinding allocations 
of $4,579,000 for construction of -Vet- 
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erans’ hospitals in New York City, 
Cleveland, Amarillo and the Fort 
Worth-Dallas area in Texas. The allo- 
cations were rescinded recently because 
the veterans’ administration failed to 
get the work under way by September 
14th. 


Group Hospital Service 
Increased to 30 Days 


» » Hospital care for members of 
Group Hospital Service, Inc., of St. 
Louis has been increased from 21 to 30 
days annually with no increase in pre- 
mium, it was announced recently by 
the board of trustees of the service. 
[he extension of service is in line, offi- 
cials stated, with the board’s policy of 
increasing benefits as rapidly as it is 
actuarially and financially sound to do 
so. 

It was also announced that the serv- 
ice was being extended to the entire 
state of Missouri and to nearby sections 
of Illinois, at the request of county 
medical societies, hospitals, the Mis- 
souri Farm Bureau Federation and in- 
dustrial firms. Offices have been estab- 
lished in Cape Girardeau, Springfield, 
St. Joseph and Jefferson City. 


Specializing in 
Hospital Accounting 


» » The need for a specialized hospital 
accountant and auditor has so appealed 
to Robert Penn, certified public account- 
ant, that he has decided to resign his 
former position and to limit his work to 
that branch of accounting and auditing. 
Mr. Penn has for years been connected 
with Arthur Young and Company and 
has been especially employed in the hos- 
pital department. He is one of the co- 
authors of the Penn-Ward system of hos- 
pital accounting which has been accepted 
by the American Hospital Association. 


Fort Worth Hospital for 
Drug Addicts Is Dedicated 


» » The United States Public Health 
Service Hospital for drug addicts at 
Fort Worth, Texas, the second such 
institution in the country, was formally 
dedicated on October 28. 

Past Assistant Surgeon William 
F. Ossenfort was assigned to duty as 
medical officer in charge of the hospital 
in April of this year. Since that time, 
with the aid of a skeleton staff he has 
been actively engaged in equipping and 
preparing the hospital for patients. 

Comparable in function with the orig- 
inal hospital at Lexington, Ky., the new 
unit differs somewhat in design and ar- 
rangement. Structurally, it has less 
emphasis placed on the custodial fea- 
tures. Artificial barriers such as bars, 
high gates and walls, and the inclosed 
court feature are less pronounced. 


Ground Broken for 
New T. B. Unit 


» » Ground for the new Louise Home 
Preventorium at Erie, Pa., was broken 
October 3rd, and construction of a two- 
story unit and remodeling of the home 
has been started. The entire construc- 
tion project includes the extension of 
wings of the present home and building 
of a two-story unit for a dining room 
and school room. 

The project will cost $22,000, with 
PWA providing $17,000 and the Erie 
County Health and Tuberculosis As- 
sociation the remaining $5,000. The pre- 
ventorium is designed to care for chil- 
dren between six and twelve years of 
age. 


Contract Let for Addition 
To Sanatorium 


» » The first contract in a $191,000 
building program that will equip Julius 
Marks Sanatorium, Lexington, Ky., for 
the treatment of ‘all types of tuber- 
culosis was awarded recently to Gil- 
son-Taylor, Inc., Lexington contrac- 
tors, on a low bid of $56,050. The new 
building will be a two-story unit for 
Negroes. 

Forty-five per cent of the cost of the 
$191,000 improvement is being supplied 
by the PWA. The remaining fifty-five 
per cent is being furnished by Leo J. 
Marks, for whose father the institution 
is named, and from other donations 
and funds available to the hospital 
board. 


Terre Haute Hospital 
Gets Bequest of $15,000 


» » The Union Hospital at Terre 
Haute, Ind., was left $15,000 under the 
will of Miss Ann Wise, filed for probate 
recently. 


Nearly $1,000,000 Investment 
In New Presbyterian Hospital 


» » Completion of the financial cam- 
paign for Presbyterian Hospital, Char- 
lotte, N. C., with a gift of $150,000 from 
the Duke Endowment means that the 
hospital, when the addition is com- 
pleted, will represent an investment of 
almost one million dollars. 

Plans are being made to begin con- 
struction of the new seven-story build- 
ing as soon as possible. 


WPA Spends $1,000,000 
On Hospitals in Arkansas 


» » Publicly-owned hospitals and san- 
atoriums in Arkansas have been ben- 
efited by an expenditure of more than 
$1,000,000 by the Works Progress Ad- 
ministration since the work relief pro- 
gram was inaugurated in that state in 
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1935. Approximately $500,000 has been 
used toward alleviating conditions at 
state hospitals and for facilities for 
treatment of tuberculous patients. Im- 
provements at the state hospital unit 
in Little Rock has accounted for $274,- 
300 of the total expenditure. 

Work has been started on the $250,- 
000 unit at Alexander, which will in- 
crease the capacity of the McRae Tu- 
berculosis Sanatorium for Negroes 
from 31 to 150 beds. The state is spon- 
soring the project. At Booneville, site 
of the state’s tuberculosis hospital, a 
project costing $9,500 has recently been 
completed. In addition, there have 
been many minor improvements. 


$10,000 Approved by Knox Court 
For Children’s Hospital 


» » The County Court of Knox Coun- 


‘ty, Tenn., has appropriated $10,000 to 


complement WPA funds for the con- 
struction of an addition to the Knox 
County Crippled Children’s Hospital. 
Work on the new structure, to cost ap- 
proximately $30,000, will start about the 
first of November and will be com- 
pleted in four months. WPA is fur- 
nishing approximately $20,000. 

The building is to be two stories 
high with a solarium on the roof, and 
will provide at least 14 new beds, giv- 
ing the hospital a capacity of 44 beds. 


Two State Mental Hospitals 
To Receive $447,165 Estate 


» » Two Maryland mental hospitals 
eventually will divide an estate of 
$447,165, it was revealed recently in 
New York when the estate of the late 
Dr. Stafford Rambo, Bluffton, Ga., was 
appraised for tax purposes. These in- 
stitutions are the Spring Grove Hos- 
pital at Catonsville, Md., and the 
Springfield State Hospital at Sykesville. 


Md. 


Buffalo City Hospital 
Gets Improvements 


» » Work has been started on exten- 
sive improvements at the Buffalo City 
Hospital by the WPA under a new 
project that will entail an estimated ex- 
penditure of approximately $287,189 
and provide steady employment for 
several hundred relief workers for the 
next six months. Another project that 
provides for the construction of baths 
for treatment for crippled children, and 
the building of new class rooms for 
medical treatments, has been under way 
since last June and is rapidly nearing 
completion at an estimated cost of 


$45,477. 
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Beaver Dam Hospital Dedicated 
» » The new St. Joseph’s Hospital, 
erected at Beaver Dam, Wis., by the Sis- 
ters of St. Francis, has been completed 
and was formally dedicated on October 
26th. Work on the hospital was first 
undertaken in July, 1936, under the di- 
rection of Mother Superior M. Stanis- 
laus of St. Joseph’s convent, Milwaukee. 
Archbishop Samuel A. Stritch and promi- 
nent Beaver Dam citizens have actively 
supported the venture. 

The hospital building is a five-story 
structure with accommodations for about 
fifty-five beds. 


Fremont Accepts PWA Grant 

» » Members of the Dodge County (Ne- 
braska) Board of Supervisors have voted 
to accept a PWA grant of $75,150 to be 
used with county funds for erection of 
a hospital. 


Work Started on 
Forsyth Hospital Addition 
» » Construction work was started last 
month on the addition to the Forsyth 
County Tuberculosis Hospital, Winston- 
Salem, N. C. The addition, to contain 72 
beds, will be used for Negro patients. 
Total cost of the addition will be slight- 
ly more than $50,000, of which forty-five 
per cent will be contributed by the Pub- 
lic Works Administration. The remain- 
ing fifty-five per cent is being donated by 
the Winston-Salem Foundation, set up for 
charitable purposes by the late Bowman 
Gray. 


Kellogg Foundation Authorizes 
$95,695 for Hospital 

» » Checks totaling $200,412.86 for three 
building projects were recently authorized 
by the trustees of the W. K. Kellogg 
Foundation, Battle Creek, Michigan. Of 
the money, $95,695.29 goes to Branch 
County for the construction of a com- 
munity hospital in Coldwater, Mich. The 
project will be carried out with PWA 
aid and contributions from the county. 


PERSONALS 


@ GRAHAM F. STEPHENS has 
accepted the position of assistant super- 
intendent at Evanston Hospital, Evans- 
ton, Ill. Mr. Stephens, the son of 
George F. Stephens, M. D., superin- 
tendent of Winnipeg General Hospital, 
Winnipeg, Manitoba, is a graduate of 
the hospital administration course at 
the University of Chicago, which is 
sponsored jointly by the University and 
the A.C.H.A. 


@ MISS MACIE KNAPP, who for 
fourteen years has served as both su- 
perintendent and business manager of 
Brokaw Hospital, Normal, IIl., has re- 
signed her position, effective January 
Ist. With her resignation, the hos- 
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pital’s board of directors has decided to 
divide the work. W. A. CLENDENIN 
has been named business manager, as- 
suming his new duties on October Ist. 
A superintendent has not as yet been 
named. 


@ EARL D. BOND, M.D., has re- 
signed as administrator and chief phy- 
sician of the Department of Mental and 
Nervous Diseases of the Pennsylvania 
Hospital, Philadelphia. Doctor Bond, 
who will be succeeded by LAURIN 
H. SMITH, M.D., intends to devote 
most of his time to medical research, 
particularly in the branch of psychia- 
tric teaching and study. He is also re- 
tiring as director of the hospital’s Insti- 
tute for Mental Hygiene, where he con- 
ducted considerable work in the treat- 
ment of problem children. 


@ JAMES T. HANLON, who’ was 
appointed superintendent of Scranton 
State Hospital, Scranton, Pa., in Feb- 
ruary of this year, has made many im- 
provements in the physical set-up of 
the institution, and is now busy with 
the supervision of the new million dol- 
lar hospital, the first wing of which 
will be completed for occupancy on 
February 1, 1939. 


@ LEVERETT WOODWORTH, 
M.D., has accepted the position of as- 
sistant director at Harper Hospital, De- 
troit, Michigan. Doctor Woodworth 
recently completed his work in the hos- 
pital administration course at the Uni- 
versity of Chicago. 


@ MISS DOROTHEA ELY has been 
appointed superintendent of Monroe 
Deaconness Hospital, Monroe, Wis., 
succeeding Miss Hilda Whitefoot, who 
resigned recently. Miss Ely has been 
director of nursing service at the Bap- 
tist Hospital, Birmingham, Ala., for the 
past twelve years. 


@ GEORGE H. FREEMAN, M.D., 
head of the St. Peter State Hospital 
since 1925, and formerly superinten- 
dent of the Willmar State Asylum, 
Willmar, Minn., has been named su- 
perintendent of the Minneapolis Gen- 
eral Hospital, Minneapolis, Minn. 


@ MISS ADA KOEBKE has, re- 
cently been appointed superintendent 
of nurses at West Suburban Hospital 
School of Nursing, Oak Park, Til. 


@ A. J. HERBOLSHEIMER, M.D., 
has been elected medical director of Gen- 
eral Hospital, Minneapolis, Minn. 


@ MISS BARBARA HUNTER, su- 
perintendent of Little Falls Hospital, 
Little Falls, N. Y., has resigned that 
position to accept the superintendency of 
the Potsdam Hospital, Potsdam, N. Y., 
and will assume her new post on Jan- 
uary 1. -She will be succeeded by MISS 
ESTELLE LA BRUYERE, now assis- 
tant superintendent of nurses at Faxton 





Hospital, Utica. Little Falls Hospital 
has also engaged the services of Leonard 
A. Lubbock, superintendent of the Fax- 
ton Hospital, to assist in the reorganiza- 
tion of the hospital. 


@ PATRICK H. WICKHAM has been 
named assistant director of Associated 
Hospital Service, Youngstown, Ohio. 


@ MRS. MINNIE MAE THAYER 
has resigned her position as superinten 
dent of nurses at the Witham Memoria! 
Hospital, Lebanon, Ind. 


@ H. E. HUTCHINSON, D.D., fo: 
the past eight years pastor of Grace 
Methodist Church at Spencer, Iowa 
has been appointed superintendent oj 
the Methodist Hospital, Sioux City, 
Iowa. He succeeds REV. G. T. NOT- 
SON, who resigned recently. 


@ SISTER M. ANGELA, associated 
with St. Francis’ Hospital, Poughkeep- 
sie, N. Y., for the past fourteen years, 
has been named to the superintendency, 
succeeding SISTER. M. MODESTA, 
R.N., who has held.that position the 
last six years. 


@ NORBERT A. WILHELM, M.D., 
medical director of Butterworth Hos- 
pital, Grand Rapids, Mich., has re- 
signed that position to return as su- 
perintendent to Peter Bent Brigham 
Hospital, Boston, Mass., where he for- 
merly served as first assistant superin- 
tendent. 
January 1, 1939. He will succeed 
JOSEPH B. HOWLAND, who has 
been medical director at Peter Bent 
Brigham for almost twenty years. 


@ NATHAN S. JONAS, president of 
the Jewish Hospital, Brooklyn, N. Y., 
has resigned. He will be succeeded by 
ALVIN S. ROSENSON, Brooklyn 
attorney. 


@ FRANK L. JENNINGS, M.D., 
has been named superintendent of the 
Marion County Tuberculosis Hospital 
(Sunnyside Sanatorium), Oaklandon, 
Indiana, succeeding A. E. Hubbard, 
M.D., who died on September 15th. 
Doctor Jennings has been assistant su- 
perintendent and associate medical di- 
rector of the Glen Lake Sanitarium, 
Glen Lake, Minn., since 1917. 


@ MISS MARGARET MELLEN has 
been named manager of the Romeo Hos- 
pital, Romeo, Michigan. 


@ LEWIS BARBATO, M.D., psychia- 
trist at the Galveston State Psychopathic 
Hospital for the past three years, has 
been named assistant superintendent of 
the hospital. 


@ GEORGE WHITING WHEELER, 
M.D., has been appointed superinten- 
dent of the New York Hospital, New 
York City, succeeding ROGER R. HAN- 
NON, M.D. 


@ MRS. ETHEL J. VAN CAMP has 
accepted the superintendency of St. 
Mary’s County Hospital, Leonardtown, 
Md. 
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IN THE SUPPLIERS’ LIBRARY 





No. 620. Hillyard Chemical Co. has 
available for distribution literature on 
Sani-Septo surgical soap, Velva-Babe 
hospital nursery soap and its improved 
ine of hospital soap dispensers. 

No. 619. Glove Sterilization Sugges- 
tions printed on heavy card board suit- 
ble for wall hanging are available to 
operating room supervisors and super- 
itendents of nurses by The Massillon 
Rubber Company. 

No. 618. Published by The Clima- 
‘ene Company is a folder on Softene, 
the firm’s recently developed bulk 
‘leaner, now available in 25-pound pail 
packs. 

No. 617. A 4-page folder, illustrat- 
ing and describing the operation of 
Invalift, a stretcher cart for patient 
handling and transportation, has been 
issued recently by Diebold Safe & 
Lock Co. 

No. 616. Descriptive folder on the 
new Moonbeam bed lamp, said to be 
ideal for hospital and sick rooms where 
directed light is required, has been re- 
leased by the F. A. Smith Mfg. Co., 
Inc. 

No. 615. Everson Manufacturing 
Co. has recently issued an informative 
bulletin on water sterilization with 
sodium hypochlorite, the modern meth- 
od of swimming pool sterilization. The 
bulletin illustrates and describes the 
new apparatus in detail, explaining its 
operation and installation. 

No. 614. Standard Sanitary Mfg. 
Co. has released a 4-page folder illus- 
trating a variety of plumbing fixtures 
especially adapted for hospital needs. 

No. 613. Davis & Geck has issued 
its 1938-1939 catalog of surgical mo- 
tion pictures which are available for 
bookings to hospitals, medical schools 
and other accredited professional or- 
ganizations. 

No. 612. Pfaelzer Brothers, meat 
purveyors, have for distribution two 
booklets—“A Guide to a Better Knowl- 
edge of Meats” and “Personalized Ser- 
vice.” The former is illustrated by 
numerous charts and pictures and con- 
tains much practical and helpful infor- 
mation; “Personalized Service’ graph- 
ically portrays every phase of the com- 


pany’s operation. 


No. 611. A 16-page catalog of Car- 
rier unit heaters has been announced 
by the Carrier Corp. The bulletin is 
illustrated by photographs, diagrams 
of special applications and typical in- 
stallations. 

No. 610. “The Palm Print Method 
of Infant Identification,” by Gilbert 


Request to HOSPITAL MANAGE- 
MENT will bring these new folders 
and latest information about equip- 
ment and supplies. Ask for them 
by numbers for convenience. 


Palmer Pond, R.S., M.D., has been 
published by the Physicians’ Record 
Co. The 36-page manual describes the 
method and includes instructions for 
classification and filing of prints. 

No. 609. The Mennen Company has 
issued a folder describing its motion 
picture film, “Standard Obstetrical 
Routine.” This film illustrates a prac- 
tical procedure for the care of obstetri- 
cal patients and their babies, as prac- 
ticed at the Los Angeles County Hos- 
pital. It is available in 6 reels, is a 16 
millimeter silent picture, and is offered 
without charge for presentation before 
medical societies, hospital staffs, med- 
ical colleges and nurses’training schools. 

No. 608. A new line of air moisteners 
and humidifiers is the subject of a folder 
published recently by the Patent Nov- 
elty Company. 

No. 598. Eli Lilly and Company has 
released literature on a new addiiton to 
its line—Iletin (Insulin, Lilly), espe- 
cially prepared as Solution of Zinc In- 
sulin Crystals. : 

No. 577. Rochester Engineering & 
Centrifugal Corporation has for dis- 
tribution four pamphlets on its prod- 
ucts. Three describe and illustrate the 
Tahara burnishing machines for flat 
or hollow silverware; the fourth deals 
with the Rochester-Ermco floor finish- 
ing and conditioning machines. 

No. 568. Gendron Wheel Company 
has issued its 1938 catalog and price of 
Gendron wheel chairs and hospital 
equipment, Many types of wheel chairs 
are illustrated and described as well 


as commodes, reading tables, back 
rests, treatment and examining tables. 

No. 567. Roche-Organon Catalog- 
Price List. With the announcement of 
its new line of “Endocrine Prepara- 
tions of Rare Quality,” Roche-Orga- 
non, Inc., has released a special hos- 
pital price list covering all items imme- 
diately available. This price list also 
serves as a catalog. 


No. 543. The new Ideal catalog on 
“Scientific Hospital Meal Distribu- 
tion,” recently issued by the Swartz- 
baugh Manufacturing Company, pic- 
tures in an attractive way the many 
advantages of this firm’s wide line of 
food conveyor systems. 

No. 518. “A Complete System of 
Medical Records for the Hospital.” A 
new booklet presenting a check-list of 
approved forms which comprise the 
clinical chart of the patient; also those 
which are used in the admitting, ac- 
counting and other departments to 
form a complete system. Prepared by 
the Physicians’ Record Company. 

No. 511. “Baby Chart”—a compact 
folder for distribution to mothers, de- 
scribing essential points in the external 
care of the baby. Published by The 
Mennen Company. 

No. 441. “Sanitation Products for 
the Hospital.” A complete catalogue 
of Surgical and Baby Soaps and their 
dispensers, Baby Oil, Disinfectants, 
Floor Finishes, Floor Waxes, Furni- 
ture Polish, and other Hospital and 
Institutional supplies. The Hunting- 
ton Laboratories. 

No. 440. “Relating to the Selection, 
Arrangement and Installation of Ster- 
ilizers.” A complete catalog of various 
types of sterilizers and sterilizing equip- 
ment, surgical and other types of lights, 
operating tables and delivery beds, as 
well as floor plans of typical installa- 
tions. American Sterilizer Company. 
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Since January 1, 1938, the charts and figures on this 
page are based on reports from 100 hospitals located in 
48 states. There is, therefore, a marked increase in 
the total receipts and expenditures from previous months. 














RECEIPTS FROM PATIENTS OPERATING EXPENDITURES 
MIRY; ARGS és scecacss 1,342,120.00 May, 1933 .......... 1,536,710.00 
DUNO, BOSS ase scecz es 1,333,867.00 June, 1933 .......... 1,545,307.00 
Oa 1,290,472.00 July, 1933 ......... . 1,555,554.00 
August, 1988 ........ 1,310,558.00 August, 1933 ........ 1,555,701.00 
September, 1933 ..... 1,283,945.00 September, 1933 ..... 1,579,869.00 
October, 1933 ....... 1,304,642.00 October, 1933 ....... 1,611,151.00 
November, 1933 ..... 1,293,923.00 November, 1933 ..... 1,620,478.00 
December, 1933 ..... 1,268,788.00 December, 1933 ..... 1,651,676.00 
January, 1934 ....... 1,373,274.00 January, 1934 ....... 1,680,330.00 
February, 1934 ...... 1,357,394,00 February, 1934 ...... 1,648,750.00 
March, 1934 ......... 1,479,786.00 March, 1934 ......... 1,716,400.00 
Poy Ue i) | ae ae 1,529,596.00 April, 1934 .......... 1,723,237.00 
UTS | ae 1,549,902.00 May, 1934 .......... 1,763,407.00 
BNO BOSE 4s sveusens 1,543,681.00 June, 1934 .......... 1,757,885.00 
LU Ae | Se ee 1,495,036.00 July, 1934 ...... ..++ 1,800,817.00 
August, 1984 ........ 1,469,074.00 Bapent, TSS4 ...ccccee 1,782,184.00 
September, 1934 ..... 1,412,009.00 September, 1934 ..... 1,770,998.00 
October, 1934 ....... 1/537.002.00 October, 1984 ........ 1,815. i 
November, 1934 ..... 1,520,135.00 November, 1934 ..... 1,830,598.00 
December, 1934 ..... 1,446,092.00 December, 1934 ..... 1,846,180.00 
January, 1935 ....... 1,506,382.00 samuary, 1985 ....... 1,883,938.00 
February, 1935 ...... 1,562,412.00 February, 1935 ...... 1,888,570.00 
March, 1935 ......... 1,563,621.00 March, 1935 ......... 1,773,343.00 
BOVIS TOSS 0 dacces 1,536,286.00 April, 1935 .......... 1,813,947.00 
Le. 1,565,526.76 May, 1935 ........ se 1,826,149.93 
‘TG | 1,528,129 00 June, 1985 .......... 1,810,623.00 
A Sees ,514,901.00 July, 1935 .......... 1,736,856.00 
August, 1935 ........ 1,522,877.00 August, 1935 ........ 1,795,539.00 
September, 1935 ..... 1,516,305.00 September, 1935 ..... 1,828,619.00 
October, 1935 ....... 1,534,179.00 October, 1935 ....... 1,831,115.00 
November, 1935 ..... 1,546,341.00 November, 1935 ..... 1,849, 120.00 
December, 1935 ..... 1,552,421.00 December, 1935 ..... 1,897,615.00. 
January, 1936 ....... 1,561,623.00 January, 1936 ....... 1,934,852.00 
February, 1936 ...... 1,559,611.00 February, 1936 ...... 1,929,623.00 
March, 1936 1,612,982.00 March, 1936 ......... 1,954,182.00 
oe 1,915,277.00 April, 1986 .......... 1,897,523.00- 
May, 1936 ... .. 1,536,408.00 aOR haces so 1,871,964.00 
June, 1936 ... 1,657,474.00 June, 1936 .......... 1,921,027.68 
July, 1936 ..... > 18990:08800 duly, 1906............ 1,689,696.00 
August, 1936 1,535,688.00 August, 1936 ..... ive ry 847,736.00 
September, 1936 ..... 1,457,640.00 September, 1936 ..... 1,896,120.00 
October, 1936 ....... 1,520,719.21 October, 1936 ....... 1,918,931.76 
November, 1936 ..... 1,465,067.52 | November, 1936 1,817,101.44 
December, 1936 ..... 1,272,765.60 December, 1936 1,568,264.40 
January, 1987 ....... 1,539,576.00 January, 1937 ....... 1,864,748.16 
February, 1937 ...... 1,516,917.00 February, 1937 ...... 1,890,667.44 
PEOON, ROBT 55/0 a0. 1,672,002.72 March, 1937 ......... 1, 969,652.16 
MSWGN, ROBE b.5060%6.02% 2.606960:04 4 8§«6=— April, 1987 2.62... 20. 2'180,839.60 
OES | eee 1,776,046:382 May, 1987 .......... 1,988,845.92 
PSS | 5 ae ee 1,646,881.92 June, 1937 .......... 1,990,221.12 
PRS : rey 1,728°112.32 OR) yee ae 1,933,971.84 
ABRUAL 2087. ..05505% L778.7etse)0|6=6—Aweust, 1987 ...-.... 2,066,890.32 
September, 1937 ..... 1,496,919.68 September, 1937 ..... 2,058,107.72 
October, 1937 ....... 1,679,252.40 October, 1937 ....... 2,140,030.08 
November, 1937 ..... 1,624,680.72 November, 1937 ..... 1,958,306.24 
December, 1937 ..... 1,491,132.24 December, 1937 ..... 1,891,580.40 
January, 1938 ....... 2/285, 605.34 January, 1938 ....... 2,694,605.32 
February, 1938 ...... 2,202,334.78 February, 1938 ...... 2,618,517.39 
March, 1988 ........: 2,611,169.58 March, 1938 2,922,850.00 
April, 1938 .. "* 2'312'768.26 April, 193 2,735.879.56 
May, 1938 ... .. 2,481,591.59 May, 1938 .. eee 2,777,780.72 
SSD |) ee ce 2'304, 268.32 June, 1938 .. . 2,704,438.11 
pe | eee 2,529,686.40 July, 1938 ... 2,915,889.82 
Asipust, 2088 .....<..2 2,337, 295.65 August, 2,973,112.41 
September, 1938 .... 2,126,627.84 September, 19388 .... 2546,495.02 
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Present Trends in Nursing .. . 
(Continued from page 34) 





the ward nurses is given to the care of patients. If we 
arbitrarily estimate that every patient in a medical or 
surgical ward requires three hours of nursing care 
during each twenty-four hours, it is apparent that the 
patient in the teaching hospital, on the same time 
budget, would receive less care than the patients in 
the non-teaching hospital. This thought is worthy of 
further consideration. 

I am convinced that nur:ing education should be 
paid for by endowment, by public funds, by tuition or 
through carefully estimated working scholarships, or 
scholarships of a different nature. Provision for nurs- 
ing service should be made through separate budget 
items. The nursing service required in the interests 
of medical education should be studied also much more 
concretely than is done at present. 

Whether or not nursing education or nursing service 
can be financed through public funds, I do not know. 
Nursing is a public service and the public should assist 
in providing for it. The question should be reviewed 
with an open mind, and money might appropriately be 
set aside by community chests, by hospital funds, by 
municipalities, or by the State, to provide for the nurs- 
ing care of patients. This indispensable item which 
may be the largest single entry in any hospital budget, 
should not be left to precarious means. 

And last, but not least, a decided trend is toward 
the licensing of a!l persons who nurse for remunera- 
tion. Protection for the patient, the physician, and the 
profession will not be assured until this step has been 
taken in every state. 

I have purposely touched on a number of questions, 
some of which are not essential to this article, but yet 
are factors in the whole picture with which we are 
faced. In some way or other the public must be made 
aware of the fact that hospitals need money for the 
nursing care of patients, as well as for its physical 
plant. 

To assert with assurance that a point can be reached 
when no additional personnel will be needed, is impos- 
sible, unless all the departments in the institution are 
limited in their demands. The sickness situation in 
the hospital changes overnight, and there is no way by 
which emergency nursing service can be accumulated 
if the regular staff is so small that under average con- 
ditions it is taxed to its limit. Nurses can not be dis- 
charged with the hope that they will be available again 
when occasion demands. To provide a reasonably good 
service an adequate permanent staff must be main- 
tained at all times, and transients employed on a daily 
rate of payment for overpeak or emergency situations. 

If sufficient money is not forthcoming there are two 
lines of procedure only. One is to limit the scope of 
the service, and the other is to reduce the amount and 
quality of medical and nursing care. The latter, I 
trust, hospitals will not be forced to serious consider. 
Hospital administrators, physicians, surgeons, nurses 
and the public have a challenge to think clearly and 
cooperatively in solving the problems with which our 
hospitals and nursing schools are confronted today. 
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CLASSIFIED ADVERTISEMENTS 











Classified Advertisement Rates—10 cents a word; minimum 
charge, $1.00. Forms close 1st day of the issue month. 
Remittances required with classified advertisements. 








POSITIONS OPEN 


DIETITIANS, TECHNICIANS, supervisors, instructors, 
general duty nurses, anesthetists, administrators, physicians 
—there are hospitals everywhere needing your services. 
Zinser Personnel Service, 1547 Marquette Building, Chicago, 
Il. 








CONSULTANTS 


Charles S. Pitcher, F. A. C. H. A. 
Hospital and Institutional Consultant 
1521 Spruce St., Philadelphia, Pa. 


FOR SALE 


FIRE ESCAPES—Spiral or Tubular Slide Type. More 
than 5,000 in use. Approved by Underwriters’ Laboratories. 
POTTER MANUFACTURING CORP. 

4801 Kimball Avenue, Chicago, III. 


NAME BARS FOR NURSES—Samples on request. CC. 
B. Dyer, 234 Massachusetts Ave., Indianapolis, Ind. 

















DIPLOMAS: One or a thousand—write for Circular H, 


showing forms for nurses and interns. 
AMES AND ROLLINSON 
50 Church Street, New York, N. Y. 


MOST ANYTHING IN USED EQUIPMENT—We buy, 
sell or trade. Electro-Medical Equipment Co., 1868 W. 
Ogden Avenue, Chicago. 


SITUATION WANTED 


EXECUTIVE, many years’ experience. Director of large 
eastern Dispensary. Linguist. Systematizer. Originator. 
Complete supervision. Excellent credentials. Well-educat- 
ed. Conversationalist. Married. Valuable asset to any in- 
stitution. Address Box 100-2, Hospital Management, 100 
East Ohio Street, Chicago, Illinois. 














Here's Where 
You Can Find s 
Buyers— 


Selling things is not so difficult if you find 
the persons who have need for the thing you 
have for sale. That's the main thing. 


If you have an article, piece of equipment, 
or service to fill a need in the hospital field, 
you can locate interested buyers through a 
classified advertisement in HOSPITAL 
MANAGEMENT. Your message will circu- 
late among hospital superintendents and 
others in the administrative division of hos- 
pitals throughout the country. Rates are 
low, and the results, sometimes amazing. 


Prepare your copy and submit it for a cost 
estimate. There's no obligation. 


HOSPITAL MANAGEMENT 


The Natioval Magazine of Hospital Administration 


100 E. Ohio St., Chicago 
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NEW EQUIPMENT 











Portable Humidifier-Inhalator 





» » The Mayflower humidifier-inhalator, illustrated 
above, is a new portable unit developed to maintain 
the correct humidity of air or to administer vaporized 
medicants. Having no fans, motors, or moving parts, 
and heating only a few spoonfuls of water at a time 
while the reserve supply remains at 90 degrees, the 
unit is said to be as safe as it is silent. 

Scientific design provides complete vaporization of 
the water and prevents condensation. An automatic 
switch operatee instantly when the water supply runs 
low, and shuts off the current at once. Simple at- 
tachments provide for direct inhalation of vaporized 
medicants. The manufacturers claim that it may be 


used with entire safety at the bedside, and, once the © 


current is turned on, may be left unattended without 
fear of burning out or scalding. 


Moonbeam Bed Lamp... 





» » Recently designed by the F. A. Smith Manufac- 
turing Company, Inc., is the bed lamp illustrated above. 
The lamp has a wide range of uses, the manufacturer 
states, and is particularly ideal for hospital and sick 
rooms where directed light is required. A magnifying 
lens produces maximum efficiency from a_ standard 
bulb, the beam of light being confined within a small 
area. 

The lamp is compactly designed, and is available 
in bronze, ivory or white finish. The ball and socket 
joint provide extreme flexibility and permit adjust- 
ment to any desired angle. 
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